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PHOSPHALUJEL possesses antacid, astringent and demulcent properties anal- 
ogous to those of aluminum hydroxide gel. 


PHOSPHALJEL was used experimentally in the first successful attempt to 
prevent post-operative jejunal ulcer in Mann- Williamson dogs. It was found 
possible by the use of Phosphaljel to prevent such ulcers in 20 of 23 
animals. In a group of animals allowed to develop Mann- Williamson ulcers, 
the administration of Phosphaljel caused complete healing of the ulcers in 
9 of 10 animals. These results were described as “the best we have ob- 
tained with any therapy” (1). 


These striking experimental results led to the use of Phosphaljel in the 
treatment of peptic ulcer in man (1,2,3,4,5) and disclosed its special value 
in those cases of peptic ulcer associated with a relative or absolute defi- 
ciency of pancreatic juice, diarrhea, or low phosphorus diet (1). 


1. Fauley, G. B., Freeman, S., Ivy, A. C., Atkinson, A. J. and Wigodsky, H. S.: Aluminum 
Phosphate in the Therapy of Peptic Ulcer, Arch. Int. Med., 67:563-578 (Mar.) 1941. 

2. Cornell, A., Hollander, F. and Winkelstein, A.: The Efficacy of the Drip Method in the 
Reduction of Gastric Acidity, Am. J. Digest. Dis., 9:332-338 (Oct.) 1942. 

3. Winkelstein, A., Cornell, A. and Hollander, F.: Mo Drip Therapy for Peptic 
Ulcer; Summary of 10 Years’ Experience, J.A.M.A., 120:743-745 (Nov. 7) 1942. 

4. Upham, R., and Chaikin, N. W.: A Clinical Investigation of Aluminum Phosphate Gel, 
Rev. of Gastroenterol., 10:287-297 (Nov.-Dec.) 1943. 

5. Lichstein, J., Simkins, S. and Bernstein, M.: Aluminum Phosphate Gel in the Treatment 
of Peptic Ulcer. Am. J. Digest. Dis. In Press. 
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rei LiQrRIALS 


PUBLIC RELATIONS SURVEY OF 
CALIFORNIA 

Articles by Mr. John R. Little Concerning 
the Public Relations Survey Made in Califor- 
nia in 1943.—Speaking before the House of 
Delegates of the California Medical Association 
at this year’s annual session, on May 7th, Mr. 
John R. Little gave an address that appeared in 
CALIFORNIA AND WESTERN MepiciNE for July. 

Mr. Little’s talk to the members of the supreme 
authority of the C.M.A. was received with rapt 
attention. The applause which followed indicated 
how fully his remarks had impressed the Dele- 
gates. His discussion dealt with factual data that 
had been uncovered in the survey made by Foote, 
Cone and Belding, his observations thereon, and 
suggestions concerning future procedures as based 
on the information that had been gathered and 


compiled. 
x * x 


Recognition of the “Interpretative Report” 
Was Not Given in J.A.M.A.—In the May issue 
of CALIFORNIA AND WESTERN MEDICINE ap- 
peared Mr. Little’s “Interpretative Report,” its 
statistical and other information being of special 
value because of its source, character and the ex- 
cellent manner in which the summaries and other 
implications were portrayed. Nevertheless, the 
Official Journal of the American Medical Associ- 
ation gave no notice thereto, simply listing the 
title of the article. This non-attention by J.4A.M.A. 
to a report that was worthy of perusal by physi- 
cians throughout the land who are interested in 
public relations of the medical profession, ex- 
plains why CALIFORNIA AND WESTERN MEDICINE 
in its issue of September made editorial comment 
under the caption, “A Lapse of Memory, or 
What ?”’,—the comments ending with these para- 
graphs: 

“Tt will be interesting to note whether Mr. Lit- 
tle’s illuminating and very valuable article, ‘Pub- 
lic Relations Survey of California,’ in the July 
issue of CALIFORNIA AND WESTERN MEDICINE 
will receive major, minor, or no comment in a 
future number of the Official Journal of our na- 
tional organization—The American Medical As- 
sociation. 

“Tf no comment, why not?” 

It is not known whether the above query had 
aught to do with the editorial which later ap- 
peared in the Journal of the American Medical 
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Association in its issue of October 7, under the 
caption, “The Public Relations Survey of Cali- 
fornia.” 


Appreciation is expressed, however, for the at- 
tention that was drawn through it to the survey 
that had been authorized by the Council of the 
California Medical Association. 


However, since the comments by the editor of 
the Journal of the American Medical Association 
may not have given to many readers a clear im- 
pression of Mr. Little’s article or the recommen- 
dations contained therein, further comment is 
here made. 

x * x 


What Mr. Little’s Introduction Aimed to 
Portray.—The opening paragraphs of Dr. Mor- 
ris Fishbein’s editorial would lead the unwary 
reader to believe that Mr. Little found it neces- 
sary to use several pages to justify the California 
Medical Association’s expenditure of $8,000 for 
a survey; particularly after a survey in other 
States conducted at the instance of the National 
Physicians’ Committee had previously brought 
out similar facts. As a matter of fact, the Cali- 
fornia survey was conducted in November, 1943, 
the N.P.C. report coming out some months later. 


A fairer portrayal of Mr. Little’s opening re- 
marks would be a statement that serious public 
relations problems involving governmental agen- 
cies and supervision, had come up in other fields 
than medicine, and the problems had been solved. 
A specific California example—the chain store 
experience of 1935,—was cited at some length by 
Mr. Little. 


* * * 


Public’s Attitude and Reservations Regard- 
ing Pre-Payment Medical Care Plans. — Dr. 
Fishbein states the N.P.C. survey indicated,— 
“The public does not object to prepayment plans.” 

If Dr. Fishbein had scanned Mr. Little’s Inter- 
pretative Report as given in CALIFORNIA AND 
WESTERN MepicineE for May, or the complete 
232-page report, several copies of which were 
sent to the A.M.A. offices, he might have phrased 
his words otherwise, so that the impression would 
have been given, that the public not only does 
not object to prepayment plans, but citizens seem 
to prefer such; provided, however, that at rea- 
sonable cost, the traditional doctor-patient rela- 
tionship will be maintained in such plans. 


Editor Fishbein continues: “In California it 
[the public] did apparently object to the prepay- 
ment plan then being conducted by the California 
Physicians’ Service.” 


In regard to the above quotation, it may be 
stated that the great majority of citizens of Cali- 
fornia do not object to California Physicians’ 
Service as a medical care plan. The major objec- 
tions that have been raised have come not from 
citizens, but from members of the medical pro- 
fession; and further, these objections have rested 
not on grounds related to the general prepayment 
plan of C.P.S., but rather on the business ad- 
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ministration as it was conducted during the form- 
ative and experimental years of C.P.S. 

Mr. Little’s propositions, that C.P.S. should aim 
to cover between 3,000,000 and 5,000,000 people 
in California, and that its administrative pro- 
cedures, other than professional, be conducted in 
line with the “finest standards of American busi- 
ness” were seemingly well received by the mem- 
bers of this year’s C.M.A. House of Delegates. 


x * * 


Physicians Have Much to Learn Concerning 
Public Relations Related to Medical Care.— 
Concerning relations of the medical profession 
with the public, most California physicians feel 
there is still much to learn, but this lack of un- 
derstanding is not confined to California. The 
entire medical profession of the United States 
has still a vast deal to learn concerning better 
public relations. Perhaps, many of the unfortu- 
nate happenings of recent years rest in consider- 
able measure on rather poor understanding of 
public relations, a fact that may explain why 
some American Medical Association authorities 
recently have received so mutch criticism from 
various sources. 

Ke 


Misinterpretation Concerning Sympathy 
with Medicine’s Ideals.—In his second para- 
graph, Dr. Fishbein refers to long accepted ideals 
of fundamental character concerning medical 
practice. However, he concludes his thought: 
“Economists, sociologists, business executives and 
insurance agencies seem to have had but little 
sympathy with these ideals in the past. Mr. Little, 
in his recommendations to the California Medical 
Association, follows the line long emphasized by 
Michael Davis, Isadore Falk and others.” 

In tying Mr. Little up with “Michael Davis, 
Isadore Falk and others,” and what they sup- 
posedly advocate, it is proper to state that Mr. 
Little did not recommend such procedures, but 
did suggest to the constituted authorities of the 
California Medical Association that the general 
business administration of C.P.S. be responsible 
to a Board of Directors composed of doctors 
representing organized medicine in California 
who would pass on matters of policy. Further- 
more, it was stated that the administrator also 
have under him a man who would be responsible 
for doctor relations, that executive to be a 
physician. 

eS 


On What the C.M.A. Has Done to Make 
Mr. Little’s Recommendations Effective.—Dr. 
Fishbein’s second paragraph ends with the sen- 
tence: “Exactly what the California Medical As- 
sociation will do to make Mr. Little’s' report 
effective is not yet apparent.” 

It is- possible that the editor of J.A.M.A. did 
not have time to note what was done at this 
year’s C.M.A. annual session, as given in the 
minutes of the meetings of the House of Dele- 
gates, and of the C.P.S. Administrative Members, 





November, 1944 


(the C.P.S. meeting being under the Chairman- 
ship of Dr. Ray Lyman Wilbur), and as printed 
in CALIFORNIA AND WESTERN MeEpIcINne for July. 

It is possible that, had request been made, the 
A.M.A. Bureau of Medical Economics, also lo- 
cated at 535 North Dearborn Street in Chicago, 
would have been in position to give the J.A.M.A. 
editor a clearer orientation concerning these mat- 
ters. 

The changes authorized by the C.M.A. House 
of Delegates in May last, for better administra- 
tion of C.P.S., rested in considerable part upon 
information presented by Mr. Little. So that 
much has already been done to make some of the 
recommendations effective. 


* * * 


On Availability of High Quality Medical 
Service at Low Cost.—In his third paragraph, 
Dr. Fishbein talks about “trends” and what a 
medical philospher of long ago said thereon, and 
then expounds thusly: 

“If there were but one way in which the people 
could secure a high quality of medical service at 
a low cost, the problem of the medical profes- 
sion at this time would be exceedingly simple. 
There are, however, many different approaches 
to this problem. There is the former technique of 
the California Physicians’ Service and the changed 
plan. There are similar but in some respects dif- 
ferent plans already in effect in other states. 
There are the techniques now being developed by 
a variety of private insurance agencies in codper- 
ation with large industries. There is the plan of 
Mr. Henry Kaiser. There is the possibility of 
compulsory sickness insurance on a county, a 
state or a national basis.” 


Commenting on the above, it may be said that 
few reasonable people believe that “the problem 
of the medical profession at this time” is simple. 
Some realistic and thoughtful people within the 
profession do believe, however, that it is solvable. 
Certainly most human progress is through evolu- 
tion. Physicians are reluctant to believe that evo- 
lution is impossible in the great humanitarian 
urge of doctors to provide even better medicine to 
larger numbers of people. Through the use of 
evolutionary methods, even though some of the 
experience must, be acquired the hard way, 
through trial and error, the California Medical 
Association has been making a sincere effort to 
make available for low income groups, good 
quality medical care at reasonable cost. 


x * x 


California Medical Association Has Given 
Much in Both Thought and Money to Improve 
Medical Care Facilities—As should be well 
known even at A.M.A. headquarters, the members 
of the California Medical Association, after some 
years of earnest discussion, and expenditure of 
from fifty to seventy-five thotisand dollars, 
worked out the statewide prepayment plan now 
operating as California Physicians’ Service. It 
is the hope of the medical profession of Califor- 
nia that as C.P.S. grows in number of members 
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and strength, it will be able to continue to give 
a high quality of medical service at reasonable 
cost as provided by the patient’s own personal 
physician, and with maintenance of the principle 
that medical ethics and standards are strictly the 
prerogatives of doctors themselves. 


* * * 


Editor Fishbein’s Erroneous Conclusion.— 
Dr. Fishbein concludes his editorial with this 
statement: “The most important fact that comes 
out of Mr. Little’s survey is that people in Cali- 
fornia were not satisfied with the California 
Physicians’ Service up to the time of his survey 
and that changes seemed to be necessary to satisfy 
the people. Whether these changes when made 
will be satisfactory will remain, of course, for 
time and the California Medical Association to 
determine.” 


Fortunately, as regards the point of view of 
most California physicians, it may be said they 
do not concur in Dr. Fishbein’s pessimistic in- 
terpretation of Mr. Little’s report, or the implied 
opinion that California Physicians’ Service has 
failed. Reference to the C.P.S. report in the cur- 
rent issue shows that in the month of October 
20,000 new members were added to the roster of 
beneficiary members, of whom there are now some 
103,475, and that C.P.S. as a business organiza- 
tion has now an annual gross income of some 
$1,500,000. Other reports in recent issues, on the 
lessons learned in five years of operation, with 
activities for which, in the beginning, there was 
practically no actuarial information for guidance, 
give additional information on the excellent prog- 
ress that has been made. 


Therefore, even though Editor Fishbein seems 
somewhat downhearted or pessimistic about Cali- 
fornia Physicians’ Service, for that is at least the 
transient impression given through its perusal— 
most of the physicians of California take pride 
in its achievements, and hope its experiences will 
be of aid not only to the profession of California, 
but to other State and local medical organizations 
throughout the United States. 


PAY PATIENTS IN COUNTY HOSPITALS OF 
CALIFORNIA: SOLUTION PROPOSED BY 
ATTENDING STAFF OF LOS ANGELES 
COUNTY HOSPITAL 


Interesting Article on Los Angeles County 
Hospital Plan.— CaLirorNIA AND WESTERN 
MEDICINE, in its issue for September, 1944, on 
pages 158-159, printed an article, “The Los An- 
geles County Hospital and the Lanham Act,” 
taken from the Bulletin of the Los Angeles 
County Medical Association. The article is worthy 
of perusal by all members of the California Med- 
ical Association, since the functions of county 
hospitals in relation to “pay-patients” (non- 
indigent patients) has been a problem that has 
received much discussion in the last 25 years or 
so, by both component county medical societies 
and the State Association. 





232 


Legal Background of County Hospitals.— 
Before making comment on the Los Angeles plan, 
it may be well to remind readers of some funda- 
mental legal facts bearing on the question, “Shall 
non-indigent patients be admitted into county hos- 
pitals that are solely supported by tax-payers?” 

In California, the 58 constituted counties are 
legal entities and units of the commonwealth. 
These counties are governed by Boards of Super- 
visors, most often consisting of five members. A 
legal obligation of each Board of Supervisors is 
the protection of the health and lives of indigent 
citizens. To care for serious illnesses and in- 
juries of indigent citizens, county hospitals have 
been established. 


For many years, especially in the days when, in 
legal nomenclature and the press, the “pauper” 
appellation had not been discarded for the more 
euphonious term, “indigent,” most of the county 
hospitals limited themselves to service for the pen- 
niless group of citizens. During that period the 
capital outlay in buildings and equipment was not 
of a kind to be attractive to citizens who could 
secure the services of a physician in private prac- 
tice (even though, ofttimes, the physician re- 
ceived little or no actual pay). 

However, as time went on, and as communities 
grew in population, many of the county hospitals 
likewise increased in size and facilities. In some 
counties, full time and well-qualified medical per- 
sonnel was placed in charge. Under these condi- 
tions, with up-to-date county hospital buildings 
and equipment, and improved medical service, a 
not inconsiderable number of citizens began to 
clamor for county hospital care. So gradually, in 
some California counties, the strict limitation that 
county hospitals should function only for service 
to indigent citizens broke down. 

Solution of the problems related to entrance 
qualifications for county hospital service has not 
been easy, because local environments bring dif- 
ferent factors into consideration. For instance, in 
San Francisco County, the Medical Schools of the 
University of California and Stanford University 
have special arrangements. In Los Angeles Coun- 
ty, the two medical schools work under a dif- 
ferent system. In other places, Alameda for in- 
stance, and in Sacramento, San Diego and Fresno 
and other counties, altogether different conditions 
obtain. Wherefore, it is understandable why no 
one solution of the pay-patient problem has been 
found that will answer the needs of each and all. 

So much in the way of foreword concerning 
the new Los Angeles County Hospital plan to 
have non-indigent patients pay for professional 
services rendered in the County Hospital, when 
same have been given by physicians of the at- 


tending staff. 
*x* * * 


Other Data Concerning the Los Angeles 
County Hospital—Leaving out of discussion 
the smaller counties organized in the gold rush, 
forty-niner days (one California County—Alpine 
—well populated in the mining days, now has a 
total population of about 241 citizens!), let us 
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consider the Bulletin article that makes special 
reference to the Los Angeles County Hospital. 
The main division of that institution is today one 
of the largest hospitals in the United States; and 
in addition to a large full-time medical personnel, 
has an attending staff of some 600 members who 
give their services without cost to either the 
County or patients. The average daily in-patient 
load is about 2,446, assuredly a large number of 
patients. 


Under wartime and emergency conditions, with 
private and semi-private hospitals filled to over- 
flowing, it has not been possible in Los Angeles 
to limit admissions to indigents, or to the closely 
related group, now-a-days referred to as “med- 
ically-indigent” (persons with financial means 
sufficient to provide food, clothing and housing, 
but who possess no reserves for care of ill health 
or injuries). 

* * * 


How the Attending Staff of the Los Angeles 
County Hospital Is Attempting to Solve the 
Problem.—As stated, the 600 members of the 
Los Angeles County Hospital. have been happy 
to give their gratuitous professional services to 
the indigent and medically-indigent groups, but 
the attending physicians and surgeons have long 
felt it was not fair for a wealthy county, such as 
Los Angeles, to require them also to give free 
medical care to citizens who possess financial re- 
sources, sufficient to enable them to engage the 
services of physicians in private practice. 


The procedure through which the staff of the 
Los Angeles County Hospital, the constituted au- 
thorities of the institution and the County Board 
of Supervisors, have attempted to solve this prob- 
lem can be understood by reading the following 
excerpts from the article to which reference has 
been made: 


.. . After studying the matter thoroughly the commit- 
tee recommended that the hospital administration estab- 
lish a program whereby fees for hospital care and for 
medical and surgical services would be collected from 
this class of non-indigents. It was further recommended 
that such fees should not be paid to the individual staff 
physicians rendering the services, but placed in a special 
research fund to be administered jointly by members of 
the two medical schools, It was advised that non-mem- 
bers of the staff of the hospital be not permitted to care 
for patients in the hospital because of administrative 
difficulties and interference with the program for train- 
ing medical students, interns and resident physicians. The 
recommendations of the committee were adopted by the 
Medical Advisory Board without any dissenting vote.... 


This committee held several meetings and received 
suggestions from many different sources. Its report was 
approved by the Medical Advisory Board on June 15, 
1944, and the hospital administration was requested to 
establish the fiscal mechanism for collecting such fees 
and allocating them to the special committee known as 
the “Medical Research Fund of the Los Angeles County 
General Hospital.” Dr. Burrell O. Raulston, dean of the 
University of Southern California School of Medicine, 
and Dr. W. E. Macpherson, dean of the College of Medi- 
cal Evangelists, have been named co-chairman of the re- 
search committee which will administer the fund. 
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At the conjoint meeting of the medical and surgical 
staffs of the General Hospital which was held on Mon- 
day, June 26th, Dr. Bayley presented the work of his 
fee schedule committee with a statement that it had been 
approved by the Medical Advisory Board. After some 
discussion, the proposal was unanimously approved by 
the staff.... 

THe Free SCHEDULE: 


General Medical Care—$5.00 per day with certain limi- 
tations by the hospital management upon this fee when 
a patient is confined for an unusually long time in the 
hospital. 


Surgical Fee—Surgical and obstetrical procedures are 
to be classified into major and minor operations, and, in 
turn, major and minor operations are, subdivided into 
groups A, B, C, and D: 

Major Operations Minor Operations 


A $250.00 A $100.00 
B 200.00 B 75.00 
Cc 150.00 € 50.00 
D 100.00 D 25.00 

A special stamp bearing the classification Major or 
Minor A, B, C, D, will be furnished by the hospital and 
imprinted upon the operative record of each patient. Fol- 
lowing an operation the surgeon in connection with his 
dictation to the surgical stenographer will merely dictate 
his classification of procedure; that is, a difficult lapa- 
rotomy such as gallbladder, resection of stomach or in- 
testinal anastomosis, would be classified as Major A. It 
is believed that all procedures within the hospital can 
be appropriately classified in this manner. It is believed 
that the committee’s plan to use this simple classification 
will be much easier in practical application than a fee 
schedule. .. . 

A few words of comment may be in order concerning 
the general philosophy underlying this program. There 
was some thought on the part of the hospital manage- 
ment that the schedule as outlined is too high. The fee 
schedule committee felt very strongly that this schedule 
should represent only a reasonable minimum fee for the 
procedures contemplated. It must be borne in mind that 
once such a schedule is used it is quite likely to be quoted 
in court procedure as a basis for establishing the value 
of medical and surgical services and thus, it should not 
be too low. It was understood that when such a sched- 
ule imposes hardship upon any patient the hospital man- 
agement will not press for collection. Certainly the render- 
ing of a bill covering medical care will serve the salutary 
purpose of informing a patient that services of value 
have been rendered. It is doubtful that legal attempts at 
collection will be made or would be desirable. . . . 


*x* * * 


County Medical Societies Should Keep in 
Touch with Their County Hospitals—What 
has been noted above should be sufficient to lead 
attending staffs of other county hospitals in Cali- 
fornia to consider similar lines of procedure. If 
one County can make arrangements, other coun- 
ties likewise should have the same legal rgihts. 

Other phases of the subject could be dis- 
cussed, if space were available. This present 
comment is made to express the hope that county 
medical societies throughout California will con- 
tinue to maintain active interest in the manner 
in which their respective county hospitals carry 
on their work. The members of County Societies 
owe much active interest not only to their fellow 
citizens, but to their profession. 
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EDITORIAL COMMENTT 


HEREDITARY SPERM GROUPS 


Applying the common procedure for the dem- 
onstration of hereditary blood groups in domes- 
tic animals, Snell’ of the Roscoe B. Jackson 
Memorial Laboratory, Bar Harbor, Maine, has 
demonstrated hereditary antigenic groups in the 
sperm cells of mice. Thoroughly washed pooled 
spermatozoa from the vasa deferentia and epidid- 
ymides of male mice of the same inbred family 
were injected intraperitoneally into female mice 
of a different inbred family. From 7 to 14 days 
after the 12th to 20th injection, the injected mice 
were bled. The resulting antiserums were freed 
from antibodies common to all family groups by 
absorption on the sperm cells of a third inbred 
mouse family. Parallel agglutination tests were 
then made with the resulting reduced antiserums, 
using motile sperms of the 4 different inbred 
mouse strains. Agglutination tests were run in 
the hanging drop, reading, usually being made at 
the end of from 15 to 30 minutes. In ++++ ag- 
glutination practically all sperms were stuck to- 
gether in mats or clumps. Adhesion was usually 
by the tails or middle pieces. There was no re- 
duction in motility. Of the 4 reduced antiserums 
thus far tested, one gave ++++ agglutination 
sperms of the homologous family, with prac- 
tically no cross reactions with heterologous 
sperms. Two of the reduced antiserums, how- 
ever, gave minor cross-agglutinations. One anti- 
serum was prepared against spermatozoa of a 
hybrid family. This serum gave +++ reactions 
with spermatozoa from each of the two ancestral 
families. The results of these and other tests led 
Snell to conclude that. there are at least two 
hereditary antigenic sperm groupings in the 4 
inbred families thus far tested. The relation be- 
tween hereditary sperm grouping and hereditary 


blood groupings has not yet been determined. 
P.O. Box 51. 


W. H. Manwarinc, 
Stanford University. 
REFERENCE 
1. Snell, George D., Science, 100:272 (Sept. 22) 1944. 


INTRACISTERNAL SERUM THERAPY 


In tetanus the development of the pathologic 
process may be prevented by specific antitetanic 
serum injected subcutaneously prior to the appear- 
ance of symptoms. After symptoms develop such 
antiserum even if given in massive doses intra- 
venously or by lumbar puncture is ineffective in 
the majority of cases. Soviet military physicians 
have therefore tried a new method of antitetanic 
serum therapy, that of injecting the antiserum 


7 This department of CALIFORNIA AND WESTERN MEDI- 
CINE presents editorial comments by contributing mem- 
bers on items of medical progress, science and practice, 
and on topics from recent medical books or journals. An 
invitation is extended to all members of the California 

edical Association to submit brief editorial discussions 
suitable for publication in this department. No presenta- 
tion should be over five hundred words in length. 
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directly into the cisterna magna. The method is 
an application of early observations by Roux and 
Borrel! who found that doses of tetanus anti- 
toxin absolutely powerless to arrest the progress 
of experimental tetanus if administered subcu- 
taneously, readily cured the disease if injected into 
both hemispheres of the brain. The new Soviet 
method was first perfected by Stern? of the 
U.S.S.R. Academy of Science, on experimentally 
infected dogs, and afterwards applied to the 
treatment of natural tetanus in horses. She found 
that even severe forms of equine tetanus can be 
cured when an adequate dose of antitetanic serum 
is injected into the cisterna magna. The method 
was then tested on human subjects. With the 
patient in a modified Trendelenburg position with 
chin on sternum, the needle is inserted at an 
acute angle between the external occipital protu- 
berance and the spine of the atlas. From 10 to 
20 c.c. of cerebrospinal fluid is then withdrawn 
and replaced by an equal volume of warmed anti- 
tetanic serum. A series of 6 typical cases are re- 
ported by Stern. In the most refractory case 
30,000 American units of tetanus antitoxin was 
injected intramuscularly and 15,000 units by cis- 
ternal puncture, the dual injection being repeated 
daily for four days. Improvement was noted with- 
in 24 hours after the first injection, with com- 
plete and uneventful recovery by the 14th day. 
In most cases but two, combined intramuscular 
and intracisternal injections (9000 to 15,000 
units) were required for full recovery. No fail- 
ure to effect a complete cure and no untoward 
effects of the new technique are thus far reported. 
To American physicians Stern’s work is mainly 
of theoretic interest, since to date there has not 
been a single case of tetanus in the United States 
Army or Navy. Our immunization has evidently 
been extremely effective. 
P. O. Box 51. 
W. H. Manwarinec, 
Stanford University, 
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(“Tuberculosis in Wartime.” Concluded from Page 255) 


the sanatorium before they should, with a positive sputum. 
They work, to their own detriment, while they spread 


the disease. The splendid work which Dr. Edward 
Kupka, Chief of the State Bureau of Tuberculosis, has 
done in calling this matter to the attention of health 
officers and others interested in the solution of the tuber- 
culosis problem is, in no’ small measure, responsible for 
the widespread enforced isolation of the tuberculous in 
California. Health authorities are authorized to quaran- 
tine active cases of tuberculosis according to the Health 
and Safety Code, and in many cases this should be done. 
Certainly a solution of the tuberculosis problem need not 
wait until the return of peaceful conditions. It is even 
more important now to continue our efforts to combat 
tuberculosis while the disease is diminishing and while so 
many potential elements exist which might lead to an in- 
crease in the morbidity and mortality rate if our well- 
known health measures were relaxed. 
490 Post Street. 
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We Need a Book: On “Socialized Medicine” 


The following thought-provoking editorial comment 
appeared in a recent issue of the Journal of the Michigan 
State Medical Society: 

Not long ago one of our leading physicians asked the 
editor of the Journal of the Michigan State Medical 
Society for references to a book that would give the 
status of the problem of socialized medicine, the argu- 
ments for and against regimentation and state medicine, 
and what can be done ahout it. He wished to study the 
subject in all its aspects, from both sides, and then to 
be able to formulate some conclusions for himself. Later 
the director of one of our industrial high- schools asked 
for a list of information that could be set out for stu- 
dents who wish to work on this subject in their debates 
and other studies. Very recently the wife of one of our 
members who is serving as a Captain’in the Army over- 
seas, wrote to the Lansing office asking what, if anything, 
the medical profession is doing to counter the urge for 
regimentation. She said her husband had asked that she 
keep in touch and keep him informed. She was. of the 
opinion that nothing is being done. . . 

The Michigan State Medical Society, in conjunction 
with the Michigan Department of Health, the Wayne 
University Medical School, and the University of Michi- 
gan Medical School, has made one of the most progres- 
sive and far-reaching experiments in bringing post- 
graduate medical studies to the private practitioner of 
medicine. In no place in the world has postgraduate 
medical study even matched what has been done in 
Michigan. Postgraduate medical study is certainly one of 
the necessary things needed to bring to the people the 
very best in medical care. The Michigan State Medical 
Society has also established a Foundation for the .ad- 
vancement of postgraduate medical study. This has all 
been accomplished by voluntary, not compulsory effort. 

Plans for the postwar world of medicine, plans for 
the mental rehabilitation of our doctors in military serv- 
ice, plans for the preservation for our people of the in- 
dividual and voluntary administration of medicine, the 
plan which is fundamentally and wholly American, have 
occupied the time and effort of our administrative bodies 
at and between every meeting for years. Many of us 
have advocated more intensive contacts with the public 
in the way of keeping them informed concerning what 
American medicine is, what it has done for the health 
and well-being of the country, and what the future may 
look for under private enterprise, as well as under regi- 
mentation. 

We need a book. 

Someone must write a book to place this information 
in the reach of high school children who are asking for 
authentic knowledge. That book should tell what the 
practice of medicine is, the problems of education, the 
problems of distribution, the problems of research, the 
problems of coéperation, of consultation, of giving our 
people not just good medicine, but the very best that is 
known. That book would also be a good place to paint 
the picture of regimentation, of bureaucracy, of cultism. 

Someone must write a book. 

And that book should be placed gratis in every public 
library in the State, in every high school and college 
reading room in the State, in the hands of every teacher 
of social problems in the State, in the hands of the di- 
recting head of every educational institution im the State, 
and lastly in the hands of every doctor of medicine in 
the State. 

Who will write this book? 

How soon? 


A tragic epitaph for certain victims of shock: “Too 
little, too late.” 
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ORIGINAL ARTICLES 


Scientific and General 


- COMMUNICABLE DISEASES IN 
WAR TIMEt* 


Epwarp B. SHaw, M.D. 
San Francisco 


Foreword—This region on the Pacific Coast has en- 
joyed an increasingly favorable position with respect to 
the incidence of communicable disease. Public Health 
administration has been enlightened and vigilant; the 
preduction and distribution of milk, food and water have 
been effectively safeguarded; quarantine and isolation 
have been adequately enforced to effect significant reduc- 
tion of contact infection. Poverty, filth and congestion 
of population have not, in general, constituted problems 
of very adverse importance. 


It is almost inescapable that the problems engendered 
by war time should disturb any existing feeling of com- 
placency regarding the many problems of infectious dis- 
ease as they affect the public health and the responsibility 
of private practitioners of medicine. Personnel shortage 
may conceivably threaten the effective inspection of food 
and drink, and the enforcement of quarantine measures. 
Importation of civilian workers, many of them from less- 
favored areas, has introduced large numbers of children 
and adults unprotected by specific immunization, among 
whom contact infection may be expected to be more 
prevalent. The abrupt increase in population has also in- 
troduced the important factors of crowding and faulty 
housing which would be expected to accentuate certain 
of these disease problems. Increased incidence of com- 
municable disease from this source, should it develop, 
would constitute a much more critical test of the effective- 
ness of artificial immunization among our normal popula- 
tion, and of the protective function of control measures 
heretofore effective, than would be anticipated if we had 
remained without this adventitious source of exposure. 


+ Explanatory Note. Concerning Four Sym- 
posia to appear in issues of October, November, 
December and January. 

In every war there is a tendency to neglect the 
health, the safety, and the nutrition of those who 


are behind the lines. Famine and pestilence are 
facts of war and can be crucial factors in victory 
or defeat. Our present war is so large and is last- 
ing so long that we will need to be especially alert 
‘well beyond the cessation of hostilities. 

With the desire to promote optimal health in 
our civilian population four symposia have been 
compiled. These have been gathered as follows: 
(1) Symposium on Disaster Relief, by Henry 
Gibbons, III of San Francisco, appeared in Oc- 
tober issue; (2) Symposium in November issue, 
on Communicable Diseases, by Edward B. Shaw, 
of San Francisco, appears in current issue; (3) 
Symposium in December issue, on Nutritional 
Problems, by Dwight L. Wilbur, of San Fran- 
cisco; (4) Symposium in January issue, on In- 
dustrial Medicine, by Rutherford T. Johnstone, 
of Los Angeles. 

* Foreword to several papers in a symposium on “Com- 


municable Diseases.” Papers in the symposium have been 
collected by Dr. Edward B. Shaw, San Francisco. 
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‘Troop movements afford an additional factor to com- 
plicate our situation. Certain infections, notably meningo- 
coccus disease, frequently are increased in the vicinity of 
troop concentrations. Among the armed forces are those 
of variable susceptibility, and these include both latent 
and active infections of the commoner diseases, as well 
as more rare infections with which the average physician 
is relatively unfamiliar. 


PURPOSE OF SYMPOSIUM 


It is the purpose of this symposium to present as suc- 
cinctly as possible a discussion of the more urgent prob- 
lems of communicable disease which may be expected to 
confront the physician during this emergency period. 


Before passing to a discussion of these various infec- 
tions it may be worthwhile to emphasize the importance 
of the continuation of routine immunization early in 
childhood against those diseases in which this practice is 
effective. It is the writer’s opinion that the private physi- 
cian is the most important factor in accomplishing this. 
Only the physician is in contact with the child of less 
than school age, during the years when protection is most 
readily afforded with a minimum of adverse reactions. 
Public health and school health activities concentrate on 
the child of school age, leaving unprotected the younger 
children of greater susceptibility. 


Various ex cathedra sources are responsible for nu- 
merous and different recommendations regarding the ex- 
act measures which should be employed routinely, and at 
what age, interval, preparation and dosage these should 
be given. There is sufficient diversity to justify an in- 
dividual opinion. 

Pertussis. Whooping cough is most serious and fatal 
in early infancy. The infant should accordingly be im- 
munized as early in life as a dependable immunity can 
be effected. An acceptable routine is the administration 
of pertussis vaccine in a total dosage of 100000 million 
organisms, divided into three doses, given at intervals of 
2 to 3 weeks early in the second half year of life. 

Diphtheria. Relatively rare in early infancy, diphtheria 
is most fatal in early childhood. Immunization may suit- 
ably be deferred until one year of age to secure maximum 
immune response. Plain toxoid, alum ppt. toxoid or 
aluminum hydoxide adsorbed toxoid may be used in doses 


of %, 1 and 1 ce. at intervals of 4 to 8 weeks (three 
doses). 


Tetanus. Immunization against tetanus is somewhat 
less necessary and useful than the foregoing, but is 
effective and desirable. It is appropriate to use tetanus 
toxoid in combination with diphtheria toxoid, which does 
not reduce the effectiveness of either immunization and 
does not increase reactions. 


Smallpox. During epidemics vaccination may be done 
at any age, but if performed in early infancy it should 
be repeated at the end of one year. Under ordinary con- 
ditions vaccination should be routine during the second 
half-year, or shortly thereafter. 


Recall immunization. Once a basic immunity is estab- 
lished by a series of immunizing injections, the immunity 
may be periodically reinforced, especially under condi- 
tions favoring exposure, by single injections of the im- 
munizing agent. Pertussis immunity may thus be stimu- 
lated by single injections every one or two years, or at 
other times when exposure exists or may occur. Im- 
munity against diphtheria should be determined by means 
of the Schick test 6 months after immunization, and 
again at first school attendance. The Schick test alone 
serves somewhat to augment a basic immunity, and addi- 
tional toxoid injections may be indicated by the Schick 
response. Tetanus immunity should be recalled by a single 
injection of toxoid in the face of suspicious injuries, or 
may be similarly stimulated at intervals of one to two 
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years if there is frequent likelihood of exposure. Small- 
pox immunity should be repeated at intervals of 5 to 7 
years, or during epidemics. The presence of immunity is 
confirmed only by the production of an “immune reac- 
tion” (the papule which appears at the end of 48 hours 
and disappears before one week). This immune response 
further stimulates the existing immunity. 

Numerous other immunization measures are not pres- 
ently appropriate to our civilian problems. Only excep- 
tionally, during epidemics, is there need in this region 
for routine immunization against typhoid in urban com- 
munities. Measures of public health and sanitation are 
generally more acceptable in the control of typhoid ‘than 
routine vaccination. 


7 7 7 


The papers which follow will deal with the problems 
of management of the communicable disease,—problems 
which are most important at this time. 


COMMUNICABLE DISEASE TRENDS IN 
CALIFORNIAt 


Witton L. Hatverson, M.D. 
Harun L. Wynns, M.D. 


San Francisco 


HE incidence of certain types of communicable 

disease has dropped so rapidly during the last three 
decades that, in many instances, schools of medicine and 
nursing find it difficult to secure suitable teaching ma- 
terial. 

The relative importance of factors and forces respon- 
sible for this cannot be sharply delineated. Advances in 
medical science, more adequate preventive, diagnostic, 
and therapeutic procedures by the practitioner of medi- 
cine, and the development of control measures on a 
community basis have all played a part. In some in- 
stances better living conditions have been by far the most 
important factor. 

The following tabulations of cases, deaths, and rates 


t+ One of several papers in a symposium on ‘‘Commu- 
nicable Diseases.” Papers in the symposium have been 
collected by Dr. Edward B. Shaw, San Francisco. 

From the California Department of Public Health. 
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for certain important communicable diseases indicate, 
however, that there still remains an important control 
problem in many areas. 


DIPHTHERIA AND SMALLPOX 


These diseases have been reduced principally by im- 
munization procedures. States whcih have compulsory 
vaccination laws have no smallpox. California, which 
has depended on voluntary vaccination, has continued 
to have epidemics from time to time. 

It is not necessary to have 100 per cent of the .sus- 
ceptible population immunized to prevent outbreaks of 
diphtheria. Godfrey* showed that if approximately [0 
per cent of elementary school children, and, in addition, 
30 per cent of preschool children were protected, the 
disease would not occur except sporadically in any com- 
munity. 

This is probably true under present conditions; but 
if diphtheria were as virulent now as it was half a cen- 
tury ago, it is likely that it would be necessary to im- 
munize many more than 50 per cent of the susceptible 
population to prevent the occurrence of the disease. 

The aggregation of individuals in a community is also 
an important factor. In a densely-populated tenement 
district, the possibilities of the spread of infection are 
much greater than in a village or small town. 

Danger of the spread of disease would be much 
greater should we transplant into a tenement area thou- 
sands of rural families. This is, in éffect, what has been 
done in certain of our war production centers in Califor- 
nia, and it is of the utmost importance that we imme- 
diately immunize a safe percentage of these transplanted 
children. 

Diphtheria case rates have fallen steadily until 1942, 
when there was a moderate rise. The year 1943 shows 
a continuation of this upward trend (Table 1). Thus 
far, war production centers have not experienced epi- 
demics of this disease, but a dangerous condition exists 
in these areas. 

There has been no appreciable drop in the diphtheria 
case fatality rate (Table 3). It is also an interesting 
fact that, with the increased protection of children, there 


* Godfrey, Edward S., Jr., M.D., “Practical Uses of 
Diphtheria Immunization Records,” American Journal of 
Public Health, August, 1933, p. 809. 


TABLE 1.—Reported Cases** of Certain Communicable Diseases 


Disease 
Diphtheria 
Measles 
Meningitis (Meningococcic) 
Pertussis 6, 009. 2 
Poliomyelitis 364.1 
Scarlet Fever 7,639: 
Smallpox . 3,602.1 
Sulerouinnls (All Forms) 9,434.8 
Typhoid Fever 960.0 
_* Annual average. 
** Cases and deaths among military forces excluded. 
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Tas_E 2.—Death Rates of Certain Communicable Diseases** per 100,000 Population 


Disease 

Diphtheria 

Measles 

Meningitis (Meningococcic) 
Pertussis 

Poliomyelitis ... 

Scarlet Fever . 

Smallpox 

Tuberculosis (All Forms) 
Typhoid Fever 


1920-1929* 
9.6 


1941 1942 
0.83 - 2 
0.14 


1930- 1939° 1940 
2.1 12 
14 
24 0.31 
5 
63 
22 


1.6 
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1.6 
0.30 


0.07 
56.0. 53.0. 
52 


er: ssrer: 
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e+ 0 


on 


a 


= 


3.1 0. 0.42 
* Mean by 10 year periods. Estimated population for Jan. + F925 and Jan. 1, 1935, July 1, 194 
upon Census Bureau figures; 1942 and 1943 from California Taxpayers’ Association’s estimates. 
ve Cases and deaths among military forces excluded. 


Tas_E 3.—Case Fatality Rates for Certain Communicable Diseases* 


Disease - 1930 = 1940 1941 
Diphtheria 7.8 6.3 6.3 8.3 tet 
Measles . . 0.64 0.19 ie . 06 
Pertussis f is 2.4 0.83 z 3 
Scarlet Fever 3 * .97 0.60 :09 
Typhoid Fever V , 13. i4.0 

* Deaths per 100 cases. 
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has been a relative increase of cases in the older age 
groups. 


DISEASES WHICH SHOW NO REDUCTION IN CASE RATES 


In this class we might include such respiratory dis- 
eases as measles, pertussis, scarlet fever, meningitis, and 
poliomyelitis. While there has been no marked. reduc- 
tion in case rates of these diseases, there has been, in 
some cases, a gradual decrease in death rates. This is 
due to improved treatment methods. A striking example 
is meningitis. With the introduction of the sulfonamides, 
the case fatality rate has been reduced from over 50 per 
cent to. approximately 15 per cent. Epidemic meningitis 
has shown a marked increase during the past two years. 
(See Table 1). It is likely that during the coming 
winter there will be a further increase. 


The largest number of cases of measles ever reported 
in any year in California was reported in 1942. (Table 
1). The rate for that year is more than three times as 
great as for any previous year. In spite of this great 
increase in cases there was the low death rate in 1942 
of 1.4 per hundred thousand population. (Table 2). Evi- 
dence at hand indicates that some ‘deaths from post 
measles, pneumonia and encephalitis were not properly 
charged on the death certificates. 


‘Whether or not poliomyelitis should be classed as 
respiratory is moot, and no one will contend that control 
has been established. The epidemic of 1943 is second 
to that of 1934 in cases. 


Case fatality rates in this disease have varied from 
17.3 per cent for the epidemic of 1927 to 3.2 per cent for 
that of 1934, Rates for other epidemic years are 1930: 
8.2 per cent; 1939: 7.9 per cent; and 1943: 6.0 per cent. 


The 1943 epidemic has been characterized by a rela- 
tively high rural distribution, and by a sustained high 
incidence throughout the summer. For over three months 
the weekly incidence was over 100 cases, and rose as high 
as 175 cases during two separate weeks. No important 
evidence as to the method of the spread of the disease 
has been thus far adduced as a result of the 1943 
epidemic. 


INTESTINAL INFECTIONS 


Typhoid fever (Table 1) and dysentery, as well as 
diarrhea of early childhood, have shown spectacular re- 
ductions. These diseases have been reduced largely 
through the sanitation of water, milk, and food supplies. 
The death rate of typhoid fever has dropped 97 per cent 
since 1915. Over a slightly longer period the same gen- 
eral statement might be made concerning the diarrheas 
of early childhood. Only a complete breakdown of com- 
munity sanitation services, coupled with a general de- 
moralization of our present social structure, is likely to 
reverse this picture. 


TUBERCULOSIS 


This disease has declined partly through the efforts 
of practitioners of medicine and health organizations, 
and partly because of better living conditions. The death 
rate of 48.9 for 1943 represents 3,809 civilian deaths. 
More persons in the age group of 15 to 40 die of tuber- 
culosis than of any other condition. The death rate can 
be materially decreased. 


Case finding programs by mass x-raying or tuberculin 
testing of positives are effective techniques, providing 
cases so disclosed are brought under effective treatment 
and control. The State Tuberculosis Association and 
several local tuberculosis associations have initiated pro- 
grams for mass x-raying, utilizing modern equipment. 
Cases discovered in this way can be taken care of ‘in 
beds which are available in many areas of the State. The 
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private practitioner of medicine is potentially a most im- 
portant factor in the further reduction of this disease. 


As the incidence of tuberculosis decreases it becomes 
more imperative that individuals with sputum positive 
for tuberculosis be considered in the same category as 
individuals with smallpox or other acute infectious dis- 
eases, and that isolation be required and maintained for 
as long as the sputum is positive. Only by adherence to 
this principle can the disease be entirely eliminated. 


VENEREAL DISEASES 


The number of cases in the civilian population of early 
syphilis, reported by clinics and physicians in private 
practice, is increasing for the first time since 1938, the 
year following the establishment of the modern venereal 
disease control program in Calfiornia, and the first year 
for which these data are available. 


From 1938 through 1942, the number of cases of pri- 
mary and secondary syphilis annually reported decreased 
from 6,443 to 2,689. During 1943, 3,091 cases of primary 
and secondary syphilis were reported, as compared with 
2,689 cases for 1942. 


Examinations for syphilis, conducted by Selective 
Service, have succeeded in uncovering a large number 
of latent cases. This is reflected in the rise in total re- 
ported cases of syphilis from 21,733 in 1940 to 23,225 
in 1942, which in turn has been exceeded during 1943 
with 29,346 civilian cases reported. 


Since gonorrhea is not as completely brought to the 
attention of physicians and is, therefore, not as com- 
pletely reported, the picture in regard to a possible in- 
crease or decrease in the incidence is less clear than is 
true of syphilis. Reported cases of gonorrhea reached 
a peak of 19,638 in 1940 and dropped to 12,408 in 1942. 
During 1943, 14,632 cases were reported, as compared 
with 12,408 cases reported in 1942. This indicates a 
definite rise in this disease during recent months. There 
is evidence that the gonorrhea rate is being adversely 
affected by asymptomatic carriers. 


The problem of control of syphilis among negroes, 
with their known greatly higher rate of infection, has 
been accentuated by the war. California’s syphilis prob- 
lem has been markedly increased by the migration of 
large numbers of negroes to this area, and control pro- 
cedures must be directed toward this racial group. 

More complete reporting by physicians of both syphilis 
and gonorrhea is needed to provide the community with 
accurate information on which to base control programs. 


IN CONCLUSION 


Meningococcic meningitis is likely to show an increase 
of cases during the coming winter, and should be given 
special consideration in areas of overcrowding. 


Diphtheria is also likely to increase unless a suffi- 
ciently high per cent of immunes is built up. Diphtheria 
immunization and smallpox vaccination should be made 
projects of importance especially in the overcrowded de- 
fense areas. 


The increased incidence of syphilis and gonorrhea is 
receiving a great deal of attention by organized health 
departments, and, to some extent, by private practitioners 
of medicine. Prompt diagnosis, effective teratment, and 
reporting of these conditions, are essential. Gonorrhea 
accounts for a good deal of lost time. Syphilis is cause 
for loss of time and also for loss of life. 


The continued reduction of tuberculosis can only be 
expected if modern methods are introduced and carried 
out on a community basis. ‘Team work between tuber- 
culosis associations, private practitioners of medicine, 
and the health departments, is essential in this field. 

Room 668, 760 Market Street. 
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DIPHTHERIA, SCARLET FEVER AND 
MEASLES: THEIR MANAGEMENT* 


Paut Hamitton, M.D. 
San Marino 


DIPHTHERIA 


oe KS to widespread immunization, diphtheria has 
become so rare that it tends to be forgotten. This 
relative freedom from what was once a scourge of child- 
hood is due entirely to unremitting effort, particularly 
by health departments and pediatricians. Even greater 
zeal is needed now if this desirable status is to be main- 
tained. 


Active immunization is safe, simple, and highly effective 
with the use of toxin-antitoxin, fluid toxoid, or precipi- 


tated toxoid. Detailed discussion of these antigens is out 


of place here. Most workers favor one or the other 
toxoid; and better and more lasting immunity results 
from three injections than from one or two, usually at 
about one month intervals. When’ practicable, a Schick 
test should be done some months after the injections, and 
immunization repeated on positive reactors. All children 
should be immunized when about one year of age. Im- 
munization may be done at 6 months of age; if it is not 
done by one year, it may be done at any later age. After 
the early school years there is increasing chance of re- 
action to the toxoids, and it may be safer to use toxin- 
antitoxin. 


Passive immunization by means of a small dose of 
antitoxin was once a common practice for contacts. Its 
use should be limited to the rare occasions when contacts 
cannot be under medical supervision to insure prompt 
treatment of actual infection; otherwise serum reactions 
and sensitivity outweigh the prophylactic advantages. 


Clinical characteristics vary somewhat with the loca- 
tion of the lesion. Nasal diphtheria may show no con- 
stitutional symptoms at all; merely obstructed nasal pas- 
sages with irritating, sometimes bloody, discharge. 
Membrane in these cases may be so far within the nose 
as to escape casual examination. Pharyngeal infection 
produces the most marked toxicity, due to the greater 
absorptive power of that area. Fever is a regular finding, 
usually slight to moderate in degree; malaise is present, 
but at first is far short of prostration, frequently lead- 
ing to neglect of the case; the throat shows at first the 
ordinary hyperemia and congestion of infection, shortly 
giving way to the characteristic dirty yellowish-white 
membrane which is most common in the tonsillar areas 
but frequently involves the pillars, uvula, and pharyngeal 
wall. These are the cases showing the cervical swelling 
of glands and edema of tissues in general, to which the 
term “bull neck” has been applied; fortunately such 
findings are rare in the early stages, and may be pre- 
vented by prompt diagnosis and treatment. Laryngeal 
involvement leads to stridor, sometimes so severe as to 
necessitate intubation or tarcheotomy to prevent strangu- 
lation, and to changes in the voice which may reach com- 
plete aphonia. Naturally these localizations of the lesion 
may occur in any combination as well as separately; also, 
infection may occur on other moist surfaces such.as the 
eye, wounds, and the unhealed umbilicus of infants. 


Diagnosis finally rests on one thing only, namely, the 
demonstration of the organism by culture or smear, or 
both. This is usually easy, and there are several 
techniques of rapid culture which entail very little delay. 
Occasionally, however, several attempts are needed before 
the bacilli are found; clinical suspicions should never be 
allayed by one negative culture. 


*One of several papers 
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Differential diagnosis includes a number of conditions 
causing lesions in the throat, and a few causing laryngeal 
changes. Among the former are streptococcic sore 
throat, which may produce a membrane indistinguishable 
from diphtheria, but which tends to be more acute and 
fulminant; Vincent’s infection, in which the lesions are 
less symmetric in location and tend to involve the gums; 
infectious mononucleosis, with its longer history, tendency 
to general glandular enlargement, and characteristic blood 
picture and agglutination reaction; agranulocytosis with 
its striking blood picture; avitaminosis, usually suspected 
from the history; syphilis, which rarely presents the ex- 
pected constitutional symptoms of diphtheria; and rarely 
other conditions, such as heavy metal poisoning. Spas- 
modic croup is the only laryngeal condition likely to 
cause confusion; it comes on at night, with striking 
abruptness, improves in the daytime, and does not cause 
loss of voice. In all these conditions, culture is the one 
indispensable in diagnosis. 

Treatment centers around the one specific, antitoxin, 
which should be given at the earliest possible moment, 
even before laboratory proof of diagnosis if the clinical 
evidence is good, and in amounts adequate for cure 
without resort to a second dose. Dosage varies some- 
what in different clinics, but the tendency is to give no 
less than 20000 units, and to give two to four times that 
amount in neglected or fulminant cases. In early or mild 
cases the entire dose may be given intramuscularly; in 
other circumstances it may be desirable to give ten or 
twenty thousand units intravenously and the remainder 
intramuscularly. Appropriate tests for serum sensitivity 
should never be omitted. 


Adjuvant therapy includes one essential which is often 
overlooked, namely, absolute flat bed rest, even in the 
mildest cases. This is of supreme importance in avoiding 
myocarditis, one of the.most dangerous of all the com- 
plications of diphtheria. For the same reason copious 
intake of glucose, by vein if necessary, is indicated for 
the first ten days; if signs of myocardial failure appear 
(nausea, pallor, abdominal pain, marked change in pulse 
rate and blood pressure), glucose is forced and pitressin 
used in dosage such that the blood pressure is kept near 
the lower limit of normal for the age of the patient, as 
given in any textbook on diseases of children. 


Moist warm air as in a steam tent relieves stridor, 
but intubation or tracheotomy may nevertheless be neces- 
sary. Pneumonia and other secondary infections may be 
treated in the. usual way with chemotherapy. 


Public health measures center around the isolation of 
patients, observation of contacts, detection of carriers, 
and active immunization of susceptible persons; of these, 
the last undoubtedly offers most toward the ultimate con- 
trol of the disease. 


SCARLET FEVER 


Active immunization is possible by a series of injec- 
tions of toxin derived from the streptococcus of Dick. 
The resulting immunity has been questioned on the ground 
that it may immunize only against the rash, and not 
against the sore throat and other symptoms caused by the 
streptococcus. In addition, reactions to the immunizing 
injections are rather frequent and troublesome, so that 
the procedure has never won widespread support. 


Passive immunization may be effectively and safely ac- 
complished with human convalescent serum, where it is 
available. 


The best donors are those who have had scarlet fever 
within the preceding six months; from this interval to 
one year there is a considerable drop in the antibody con- 
tent of the serum, but it is still quite effective. Appre- 
ciable amounts of antibody may be expected to_ persist 
indefinitely, but the titer becomes so low that very large 
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doses are needed. Serum from a recent case should be 
effective in a dose of 10 to 20 c.c., or about twice as 
much whole blood may be used. 


Commercial antitoxin may also be used, with good re- 
sults though with somewhat more chance of a reaction; 
and in addition, workers feel that certain protection can 
be given to contacts with small doses of sulfonamides. 
In general, however, the attack rate is so low that, if 
the patient can be isolated, nothing specific is done to 
protect the contacts. 


Clinical characteristics when the disease is typical 
combine to make a very easy diagnosis; when it is not 
typical, as is often the case especially in mild attacks, 
the diagnosis may be difficult in the extreme and even be 
made only in retrospect after the appearance of the dis- 
ease in a contact. The classic trio of fever, sore throat 
and vomiting may not all appear; vomiting not infre- 
quently is absent, and the sore throat is quite commonly 
not mentioned by the patient, even though the appearance 
of the throat is suggestive or even typical. The throat 
tends to be fiery red, sometimes with follicular exudate 
or even frank membrane on the tonsils. This may sug- 
gest diphtheria or even actually be a concurrent diph- 
theritic infection. The tongue presents an appearance 
well described as strawberry or raspberry, especially 
about its margins; this finding may sometimes be ob- 
scured by coating on the tongue. The rash appears early, 
about 12 to 36 hours after the onset of symptoms. It 
appears first on the upper chest, and covers the entire 
body within a day, being heavier about the axillae, groins, 
and elbows. The rash is made up of fine punctate macules 
in contradistinction to the splotchy character of the rash 

.in measles; tiny papules or vesicles may develop which 
give a “goose flesh” sensation when touched. It may be 
so faint as to be hard to detect, or it may: be striking 
in appearance; it usually lasts two or more days, but it 
may be very fleeting or last some days longer. Desquama- 
tion appears early in the second week, usually propor- 
tional to the rash and varying from the bran-like flakes 
to casts of the fingers or toes. An enanthem is common 
in the early period of the disease, in the form of small, 
bright-red areas on the hard and soft palate, and occa- 
sionally the pharyngeal wall. 


Diagnosis is entirely clinical, resting upon an evalua- 
tion of physical findings. The blood count shows a leu- 
cocytosis, but nothing typical. The Schultz-Charlton or 
blanching test cannot be used unless there is a fairly 
deep rash to attempt to blanch, and such a rash is usually 
typical enough not to need the test; in addition, rashes 
other than scarlet fever may show blanching. The in- 
clusion bodies of Dohle occur in other diseases as well 
as scarlet; their absence might be construed as evidence 
against the diagnosis. Throat culture is of little value, 
as Dick’s streptococcus cannot be differentiated from 
others by any ordinary laboratory procedure. 

Differential diagnosis is most likely to involve the 
various toxic and allergic rashes, in which cases the his- 
tory and the appearance of the throat and tongue may 
make the necessary distinction. Measles and rubella will 
seldom cause confusion. 

Treatment is possibly most ideal with convalescent 
human serum when it is available; 60 to 100 c.c. by vein 
will usually remove both subjective and objective symp- 
toms within 24 hours and reduce complications by three- 
fourths. Criteria for serum donors are the same as those 
suggested for passive immunization. Immunotransfusion 
brings similar satisfactory results. Commercial antitoxin 
is reported to be comparable to the human serum or 
blood, save for occasional serum reactions; I have had 
no experience with the present highly-purified product. 
Chemotherapy does not accomplish much if anything for 
the disease per se, but it does diminish streptococcal com- 
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plication to about one-fourth the usual number. Sulfanila- 
mide, sulfathiazole, or sulfadiazine may be given with 
approximately equal effectiveness. An approximate rule 
for treatment might be to give full dosage (3% to 1 gr. 
per pound of body weight daily) for three days after the 
onset, two-thirds of this amount for three days, and one- 
third of the beginning dose for three days. One should 
never forget the many possible reactions of the sulfona- 
mides. 


Selected mild cases are often given no specific therapy 
whatever. 


MEASLES 


Measles is one of the most highly communicable of 
all common diseases; its distribution is universal, there 
is no means of active immunization, and there is no truly 
specific treatment. Thus both health officer and private 
physician are limited in their control of the disease to 
early diagnosis and isolation and symptomatic treatment. 
Epidemics in this locality have tended to recur in three- 
year cycles, but recently this periodicity has tended to 
disappear possibly because of immigration of susceptibles, 
and the disease may appear at unexpected times. In gen- 
eral, it tends to appear in widespread epidemics, usually 
in the spring, with only an occasional sporadic case at 
other times. 


Clinical characteristics are referable chiefly to the 
respiratory system, plus a characteristic enanthem and 
exanthem. Symptoms begin abruptly with fever, usually 
rather high, and cough, rhinitis, and photophobia. The 
cough is persistent, severe, and hacking; the rhinitis and” 
photophobia combine to produce a bleary expression of 
abject misery which suggests the diagnosis before any- 
thing definite appears to prove it. After about 12 hours 
of fever there may be a characteristic small, red spot at 
the inner canthus of the eye; on the second day about 
95 per cent of cases will show Koplik’s spots which are 
small, bright-red macules or papules in the center of 
which are tiny bluish white specks. Koplik’s spots are 
most common within the cheeks opposite the molar teeth; 
they may be missed except with good sunlight. The rash 
tends to appear with great regularity on the fourth day, 
beginning on the face and extending over the rest of the 
body during the following two or three days. The rash 
is an irregularly crescentic, splotchy eruption which, in 
severe cases may become hemorrhagic. Having reached 
its maximum, the rash fades in about the same order as 
its appearance, the other symptoms disappearnig with it 
so that all are gone about ten days after the onset. Fever 
is usually maintained throughout, though there is a drop 
just prior to the appearance of rash, and a tendency for 
fever and rash to reach their high points together. 

Laboratory findings are of little value. There may be 
a leucocytosis at the onset, but the white count is soon 
normal or decreased. Albuminuria is common, but nephri- 
tis is rare. 


Differential diagnosis is seldom very difficult once the 
disease picture is complete. German measles is milder, 
has a shorter invasion period, little respiratory infection, 
and no Koplik’s spots. Scarlet fever has a shorter in- 
vasion period, a smooth, rather than a splotchy rash, no 
general respiratory symptoms, Koplik’s spots, or cough. 
Toxic rashes lack the history and constitutional symptoms 
of measles. 


Treatment includes one procedure which in its way is 


a specific. Contacts may be given convalescent human 
serum early in the incubation period and protected from 
the disease; or it may be given late, in which case the 
disease occurs in modified form, but with production of 
good immunity. Serum antibodies of measles persist a 
long time, and although a recent convalescent is the ideal 
donor, the parents usually serve quite well. Dosage varies 
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from 5 c.c. for infants to 12 or 15 c.c. for older children, 
when the serum is’ from a recent convalescent, or %4 to 
14 more when the parent is used. Whole blood serves 
equally well, but nearly twice as much should be given. 
A preparation of placental globulin is available which 
will yield comparable results, though with some tendency 
to reactions. Otherwise treatment is entirely symptomatic 
and supportive, except when complications occur. 

Complications are most commonly those due to the 
streptococcus, such as otitis media and adenitis. Pneu- 
monia also is common. ‘These are well treated with 
chemotherapy. 


Encephalitis is an uncommon but serious complication 
of measles, occurring in about one out of a thousand 
cases. It may occur at any time from the first symptom 
until well after apparent recovery, but usually about the 
time the rash fades. It has no proven treatment, but we 
have been impressed with apparent benefits of shock 
therapy. Activation of latent tuberculosis must also be 
expected. 

1635 Chelsea Road. 


MENINGOCOCCUS DISEASE* 


Epwarp B. Suaw, M.D. 
San Francisco 


ARTIME and similar conditions have invariably 

favored the prevalence of meningococcus disease. 
Present day conditions on the Pacific Coast, abnormal 
concentration of troups and of civilian workers, crowding 
and unsatisfactory housing, dubious hygienic conditions, 
may all be expected to provoke increased incidence of 
meningococcus disease. In at least some areas of this 
region increased prevalence may already be noted. 


Before the advent of sulfonamides the end results of 
treatment, with specific antiserum, were dismally poor; 
but with modern chemotherapy, the infection is readily 
controlled if treatment is administered early and ade- 
quately. The outcome is so dependent on prompt detec- 
tion and resourceful treatment as to constitute a dis- 
tinct challenge to medical acuity. 


This infection gains entry to the body through the 
upper air passages where it apparently multiplies and 
elaborates a specific toxin; thence it is carried through 
the blood stream to produce varying evidences of sepsis, 
and finally localizes in a serous surface, usually the 
meninges. 

Primary infection in the nasopharynx is often asympto- 
matic and almost always escapes etiologic recognition. 
The succeeding stage of circulatory dissemination is 
sometimes equally insidious and evidenced only by the 
eventual localization of the organism. At other times, 
however, this septicemic stage causes symptoms of vary- 
ing kind and intensity. In a few instances there is ex- 
treme infestation of the blood stream, and the patient 
rapidly develops signs of profound prostration and shock; 
there is frequently an accompanying hemorrhagic erup- 
tion, and within the course of a few hours meningeal 
localization occurs if the patient escapes an immediately 
fatal outcome. There are somewhat rare forms of in- 
fection, in which there is prolonged low-grade fever, 
hemorrhagic phenomena are usually lacking, and the 
diagnosis is established only by blood culture. 

Hemorrhagic skin eruptions do not invariably accom- 
pany the septicemic stage, but when they do occur they 
are so characteristic as to be almost unfailingly diagnos- 
tic. In extremely fulminant cases purpuric spots are 
usually present, inasmuch as they proceed from the 

*One of several papers in a symposium on “Com- 
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underlying cause of the profound symptoms—extensive 
damage of the vascular bed by the intense toxemia. Early 
meningitis constitutes a late stage of sepsis during which 
the existence of petechiae may indicate the nature of the 
pathogen. The eruption may be sparce or scattered, vary- 
ing from a few petechiae to extensive areas of cutaneous 
hemorrhage, and may extend so rapidly that new spots 
may be observed to appear during the course of exami- 
nation. Commonly, the lower extremities are more in- 
volved than the trunk or upper extremities, and petechiae 
are frequently found in the conjunctivae or upon the soft 
palate. Morbilliform, urticarial, or nondescript rashes 
may accompany the purpuric.eruption. Emphasis should 
not be directed so much to the importance of the eruption 
as a diagnostic sign, as to the fact that, regarded together 
with other symptoms, it indicates the meningococcus as 
the etiologic agent, especially in.cases in which delay for 
bacteriological confirmation may be extremely dangerous. 

Meningeal localization produces the classical findings 
of purulent meningitis. The accession of symptoms is 
usually fairly abrupt, but may be more gradual and in- 
sidious. Fever and prostration are variable; pain in the 
neck, back and extremities, nausea, vomiting and head- 
ache are common symptoms. The patient will be found 
to have neck and back stiffness, which may be initially 
mild only to progress to extreme neck retraction and 
opisthotonos. There is accompanying spasm of the ham- 
strings, and either diminution or exaggeration of the 
tendon reflexes. : 

The intensity of symptomatology may vary consider- 
ably, occasionally the disease will be so florid as to make 
recognition easy, at other times symptoms may be de- 
ceptively mild. It is extremely important to note that 
young infants may proceed through a long course of in- 
fection with almost complete absence of , characteristic 
signs, without the presence of bulging of the fontanel, 
neck-stiffness or retraction, Kernig sign, or high fever, 
to be clinically recognizable only in late stages of the 
disease when extensive damage has supervered. 


LABORATORY FINDINGS 


The diagnosis can frequently be established from 
clinical signs alone, but it is often necessary, and always 
desirable, to augment physical examination by appropriate 
laboratory studies, even if treatment is initiated in ad- 


vance of this confirmation. The white blood count is 
usually, but not invariably, elevated in proportion to 
the fever, the chief increase being in the polymorphonu- 
clear cells. In severe sepsis, the organisms may some- 
times be identified in stained blood smears and are often 
readily detected in smears made from punctured petechiae. 
Blood cultures and spinal fluid cultures, in meningitis, 
are usually positive, although the meningococcus is some- 
what fragile and growth may be obtained only with care- 
ful bacteriology. The spinal fluid may be cultured at the 
bedside upon ordinary Lodfler’s slants (ordinarily em- 
ployed for throat cultures) with very effective results. 
The spinal fluid may be unmodified during the course 
of severe or even fatal sepsis, but as invasion of the 
meninges occurs the spinal fluid may successively show 
first only increased pressure, while, later there may be 
pleocytosis without the presence of organisms, and finally 
the fluid becomes purulent, and the organisms are readily 
identifiable by both stained smears and cultures. In the 
presence of meningitis the sugar content is diminished 
in the spinal fluid, this diminution being at once indica- 
tive of the nature of the inflammation, and roughly 
proportionate to the severity of the disease. 


DIFFERENTIAL DIAGNOSIS 


The septic stages of the disease must be differentiated 
from other forms of sepsis, in nearly all of which skin 
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manifestations are much less common and do not repro- 
duce the purpuric nature of meningococcemia. Septicemic 
invasion by staphylococci and streptococci will further- 
more usually be more clearly associated with an obvious 
initial focus of invasion. 


Other forms of meningeal invasion are sometimes dif- 
ferentiated from meningococcus infection with difficulty. 
Most forms of purulent meningitis will usually reveal 
the causative organism in great profusion in stained 
smears or in culture, whereas the meningococcus is some- 
what more difficult to demonstrate. Other central nervous 
system infections will occasionally lead to confusion. The 
various encephalitides usually produce only a slight in- 
crease in the spinal fluid cell count. Poliomyelitis pro- 
duces a clinical picture of neck and back stiffness, ham- 
string spasm, soreness and tenderness in the extremities, 
very slight increase in the white blood count, and in- 
crease of spinal-fluid cell count to, usually, only two or 
three hundred, rarely to as much as one thousand. The 
meningo-encephalitis, which follows mumps, is usually 
identified by the antecedent infection and is characterized 
by only a moderate increase of spinal fluid cells to 500 
to 1,000, with marked lymphocytic predominance. Similar 
spinal fluid findings characterize the meningitides of virus 
etiology, including benign lymphocytic meningitis. 

The content of reducing substance in the spinal fluid 
is of considerable importance in differentiating purulent 
meningitis from poliomyelitis, encephalitis, and the virus 
meningitides; in these latter conditions spinal fluid sugar 
will be normal or slightly increased, and it is almost 
invariably decreased in all forms of purulent meningitis. 
The blood sedimentation rate is increased in purulent 
meningitis, normal in virus infection of the meninges. 


The diagnosis is established by a summation of the 
clinical findings, those indicative of sepsis and those 
pointing to meningeal inflammation. It is frequently 
essential to proceed with therapy on clinical evidences 
alone. In any event, however, adequate bacteriological 
studies of the blood and spinal fluid should be initiated 
before the institution of specific therapy. This is par- 
ticularly essential with respect to the exclusion of other 
forms of purulent meningitis which require much more 
intense and prolonged chemotherapy than does the menin- 
gococcus. One may commence treatment before the 
laboratory evidence is complete, but if adequate cultures 
are taken before treatment, bacteriological confirmation 
can usually be secured within the next 24 hours suffi- 
ceint to indicate the sort of treatment thereafter de- 
sirable. 


TREATMENT 


The meningococcus is so extremely sensitive to the 
sulfonamides that this form of treatment has almost en- 
tirely supplanted any other. The infection will usually 
be controlled by relatively small doses of the sulfona- 
mides. Almost anyone of those commonly employed will 
be effective: sulfanilamide, sulfapyradine, sulfathiazole 
and sulfadiazine. The use of sulfathiazole is frequently 
objected to upon the grounds that the drug does not 
penetrate the spinal fluid. This objection is not altogether 
valid, because obviously the desired result is penetration, 
not of the spinal fluid but of the infected tissues and the 
clinical results of treatment with sulfathiazole have 
seemed to be quite effective. The present drug of choice 
is sulfadiazine, although recent reports indicate that a 
new member of this series, sulfamerazine, is extremely 
effective. 


The object of chemotherapy is to produce adequate 
blood stream concentration of the sulfonamide as quickly 
as possible. The patient should receive a dose of sulfadia- 
zine which, for a small child, is slightly more than one 
grain per pound, and for an adult is slightly less than 
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one grain per pound, usually not over 120 grains in 24 
hours, except for extraordinary indications. The patient 
who is conscious and codperative is given the entire 
daily dose orally within the first two to four hours of 
treatment. Thereafter, he is given one-sixth of this dose 
every four hours for two or three days, the dosage being 


‘ gradually reduced and finally withdrawn in a period of 


seven to ten days. The patient who is unconscious and 
uncoéperative is given sodium sulfadiazine as a 5 per 
cent solution in distilled water, the initial dose being 
slightly more than one grain per pound for children, and 
somewhat less than this proportion and not exceeding 75 
grains for an adult. Succeeding doses may consist of one- 
fourth the daily dose as the sodium salt intravenously 
given every six hours, resorting to oral dosage of one- 
sixth the daily dose every four hours whenever the pa- 
tient is sufficiently codperative. It seems to be advan- 
tageous to accompany the drug with sufficient oral dosage 
of sodium bicarbonate to maintain an alkaline urinary 
reaction. It is certainly essential that the urinary output 
be maintained by sufficient intake of fluid to carry out the 
crystalized drug. Many patients are seriously dehydrated 
at the height of the disease, and it is essential that be- 
fore sulfonamides are initially administered, the patient 
be given sufficient fluid by mouth or by vein to safeguard 
adequate urinary excretion. For the first 48 hours the 
sulfadiazine blood level should be ten to fifteen milli- 
grams per cent with a spinal fluid level of about 7.5 
milligrams per cent. If these levels are not established, 
the dosage of the drug should be increased arbitrarily. 


This method of treatment is almost astonishingly 
effective in the great majority of cases, and a successful 
therapeutic result will usually be attained even when the 
dosage employed is much less than optimum. Failure of 
treatment is commonly encountered only when the ad- 
vance of symptoms is so rapid that the patient dies or 
is irreparably damaged before adequate levels of sulfona- 
mide are established. The purpose of treatment should 
accordingly be to establish adequate blood levels quickly 
enough to arrest the progress of symptoms in advance of 
an extreme degree of damage. When an effective blood 
concentration of the drug has been achieved the patient 
will usually thereafter proceed to satisfactory recovery 
with a more cautious plan of chemotherapy. It is prin- 
cipally in those patients with fulminant sepsis that the 
rate of advance of symptoms is so rapid as not to be 
effectively controlled by chemotherapy alone, and this 
group of cases accounts for a large percentage of the 
mortality in any series, in which death occurs during the 
first 24 hours. These patients should be placed in a spe- 
cial category. 


These malignant cases of fulminant sepsis must be 
promptly recognized as a medical emergency. The patient 
should be recognized upon clinical evidences and treated 
without delay for bacteriological confirmation, although 
blood cultures should be taken at the initiation of therapy 
for the sake of ultimate confirmation. A continuous 
venoclysis should immediately be established, and the pa- 
tient be given 500 c.c. of 5 per cent dextrose in saline. 
The flow is then interrupted, and the patient given the 
usual intravenous dose of sodium sulfadiazine in distilled 
water. The venoclysis of dextrose in saline is again re- 
sumed, and into the stream of dextrose solution are intro- 
duced 20,000 to 100,000 units of meningococcus antitoxin. 
The amounts of sulfonamide, dextrose solution and serum 
are proportioned according to age, severity of infection, 
and degree of dehydration. Usually the severity of the 
disease is so great that precautionary testing for horse 
serum hypersensitiveness may be dispensed with, the 
existence of extreme degrees of hypersensitiveness is 
rare, although the serum may be introduced at first in 
minute amounts which is injected into the tube through 
which the dextrose solution is flowing and additional 
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amounts successively injected as the venoclysis proceeds. 
The use of antitoxin intravenously introduces a slightly 
increased risk of treatment, and is applicable to only a 
small percentage of the patients treated, but it is the only 
method which will effectively reduce the 5 per cent to 10 
per cent immediate mortality which occurs in fulminant 
cases of meningococcemia. The patient may be given 
intramuscular injections of adrenal-cortical extracts as a 
supportive measure. 

When treatment has thus been instituted, it is there- 
after carried on by means of the sulfonamide alone 
exactly as heretofore described. 


SPINAL PUNCTURE 


Spinal punctures are performed principally for the 
diagnosis of purulent meningitis, and many patients will 
not require additional spinal puncture for any purpose. 
Unless the hydrostatics of the subdural space are inter- 
ferred with by repeated puncture, there will usually be 
no reason thus to relieve pressure, and subsequent punc- 
tures need only occasionally to be performed to confirm 
clinical improvement or recovery, or to determine: the 
adequacy of spinal fluid sulfonamide levels. A majority 
of patients proceed so rapidly to evident clinical recov- 
ery that confirmatory spinal puncture is unnecessary. 


PENICILLIN 


Penicillin is demonstrably effective against the menin- 
gococcus and has been employed to a limited extent in 
the treatment of this disease. The response to sulfona- 
mide drug is so satisfactory, however, that at a time 
when supplies of penicillin are limited, the use of this 
agent in meningococcus infection should be restricted to 
the occasional patient who is sensitive to the sulfona- 
mides or the extremely rare instances in which the 
organism is refractory to sulfonamide treatment. Penic- 
illin may be employed in dosage of 10-20000 units, given 
intramuscularly every three hours. It is improbable, 
“although apparently not definitely demonstrated, that the 
introduction of penicillin intrathecally is necessary or 
desirable as a routine of treatment of meningococcus dis- 
ease. Unquestionably penicillin, in common with almost 
every other agent which may be introduced intraspinally, 
produces meningeal irritation and spinal fluid pleocytosis, 
which is confusing to the clinician and is therapeutically 
disadvantageous. ‘ 

There is little doubt that at the present time the 
sulfonamide drugs are an almost completely adequate 
agent for the control of meningococcus disease. 


PROPHYLAXIS 


The communicability of endemic meningococcus dis- 
ease is extremely low and contact cases are the excep- 
tion. When there has been intimate contact within a 
family it is sometimes appropriate to safeguard contacts 
by the administration of sulfadiazine in doses of about 
one-half grain per pound per 24 hours for two or three 
days, which acts as an effective prophylactic. In the 
epidemic form of the disease in which bacteriological 
studies have revealed a high carrier rate in army camps 
or barracks, the use of similar dosage of sulfadiazine for 
48 to 72 hours in the entire personnel will reduce the 
number and viability of organisms which are harbored, 
and this has been shown to be an effective measure in 


the arrest of epidemics. 
384 Post Street. 


No education, no refinements of civilization can com- 
pensate a people for the loss of their hardy virtues. The 
greatest,danger of a luxurious civilization is that it is 
likely to lead a people to lose their fighting edge.— 
Theodore Roosevelt. 
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ACUTE ANTERIOR POLIOMYELITIS* 


Henry Brarnerp, M.D. 
San Francisco 


UCH attention has been focused on the problems of 

poliomyelitis by the controversy aroused following 
the introduction of the Kenny concept,! and, more re- 
cently, by the epidemic prevalence of the disease. 


The etiological agent is a filterable virus which has 
been isolated from the nasopharyngeal secretions* and 
stools? of affected patients, as well as from the excreta 
of apparently healthy individuals. The virus may occur 
in sewage,4 probably in contaminated milk, food and 
water, and may be passively carried by the housefly.5 


The concept of entry through the olfactory end-plates 


-has largely been discarded. Portals of entry may pre- 


sumably be either through the gastroenteric tract® or the 
nasopharyngeal mucosa,’ whence the virus is transmitted 
along autonomic nerve trunks to the central nervous 
system. 


Dissemination of the virus within the central nervous 
system is widespread, but certain sites of predilection 
are most prominently involved. Many cells are damaged 
temporarily by the virus and latér recover, but some are ~ 
permanently destroyed in a spotty fashion. In those cases 
exhibiting flaccid paralysis, anterior horn cell destruction 
is marked. In numerous cases in which muscle spasm 
predominates lesions of the small internuncial neurones 
of the anterior horn have recently been described.8 


CLINICAL OBSERVATIONS 


In the light of recent observations, both the Kenny 
concept and the older orthodox concept appear to suffer 
from over-simplification. The relationship of the patho- 


logical physiology of the disease to the clinical picture is 
now in a state of revision. 


Following exposure of a group of individuals to polio- 
myelitis several alternative courses may ensue. In most 
cases no infection will occur due to the presence of neu- 
tralizing antibodies. A smaller group of exposed indi- 
viduals, after an incubation period of, most commonly, 
a week, but varying from four to eighteen days, will 
develop a systemic disease of no specific diagnostic fea- 
tures. Moderate fever, accompanied by nausea and vomit- 
ing, diarrhea or constipation, abdominal pain, or symptoms 
of infection of the upper respiratory tract, may occur. 
These symptoms, persisting for a few ‘days, may consti- 
tute the entire illness, and the diagnosis may be only 
suspected clinically, unless the virus be isolated or a rise 
in neutralizing antibodies be demonstrated. 


In a still smaller group of exposed persons the disease 
may progress to a point where it becomes clinically rec- 
ognizable as involving the central nervous system. Evi- 
dences of nervous involvement may develop during the 
course of the prodromal illness described above, or may 
succeed it after an asymptomatic interval of several days. 
Rarely paralysis may occur abruptly without a disease of 
onset. 


In a majority of persons in whom nervous system in- 
vasion is manifest, muscle spasm dominates the picture.9 
Although the pathogenesis of this phenomenon is the 
subject of debate,8,19,11,12 clinically it is quite striking, 
and may of itself be the cause of persistent disability. 
Spasm consists of hyperreactivity of muscles to stretch 
stimulation, and is manifested by limitation of motion of 


*One of several papers in a symposium on “Com- 
municable Diseases.”” Papers in the symposium have been 
collected by Dr. Edward B. Shaw, San Francisco. : 

From the Divisions of Medicine and Pediatrics, Univer- 
sity of California Medical School; Department of Pedi- 
atrics, Stanford University Medical School; and Depart- 
ment of Public Health, City and County of San Francisco. 
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the part due to pain and contraction of the muscle. In 
every instance spasm of back muscles is present? and.is 
characterized by rigidity of the spine and resistance to 
flexion. Patients commonly assume the “tripod” posture 
on sitting up. Spasm of the posterior cervical and ham- 
string muscles is almost as common. This stage or de- 
gree of involvement is commonly termed the “preparalytic 
stage,” and the symptoms have usually been ascribed to 
meningeal irritation. However, it must be emphasized 
that not only does paralysis frequently not follow these 
manifestations, but also the signs may persist for months 
after all possibility of meningeal irritation is passed, and 
may indeed occur in the absence of spinal fluid pleocy- 
tosis. Spasm may exist in any other muscles, although 
less commonly, including particularly the calf muscles, 
pectorals and muscles of the upper arm. The associated 
symptoms under these circumstances are: fever, usually 
of a moderate degree, although occasionally absent or 
very high, headache, nausea and vomiting, pains in the 
back and neck, and pains and sometimes paresthesias in 
the extremities. The patient is frequently drowsy when 
undisturbed, but irritable when examined. 


In a smaller number of cases, appreciable muscle weak- 
ness is present in addition to spasm. Much debate exists 
at present over the cause of the muscle weakness seen 
in poliomyelitis.8.10,11,12 Certainly at least some is due 
to anterior horn cell damage or destruction. In such 
cases the involvement may vary in type, location and 
degree. True flaccid paralysis of lower motor neurone 
type associated with atrophy, fibrillary twitching, and re- 
action of degeneration, may involve one muscle, or one 
or more extremities. In addition, frequently a weak 
muscle may exhibit a striking degree of spasm. Sister 
Kenny describes the condition of “mental alienation,”1 
wherein a muscle opposed to a muscle in spasm becomes 
weak or functionless. This she ascribes to absence of 
nervous impulses to the muscle without, however, any 
lesions of the nervous pathway. Whether this phenome- 
non alone can produce, if untreated, permanent weakness 
of a muscle, is open to question. On the other hand. 
clinically such a situation does seem to contribute to 
muscle weakness, but would appear to be due simply to 
the braking action of the opposing muscle and inhibition 
due to pain on stretching a muscle in spasm. It seems 
likely that weakness and flaccidity of a muscle cannot 
exist without at least temporary interference with its 
motor innervation on an organic basis, but that mental 
alienation may be coéxistent or superadded, and produce 
permanent disability if allowed to go untreated. 


In addition to spasm and loss of function of muscles, 
incoérdination of muscle action is often a cause of much 
disability. An involved muscle may contract9.11 only in 
part of its belly, or from its origin, or most striking, 
the opponent of the muscle may contract. Frequently 
strong muscles are substituted for weak, producing a 
dysrhythmic motion. ; 


The tendon reflexes, contrary to commonly-accepted 
precepts, are often normal or hyperactive when spasm is 
present in the effector muscle of the reflex arc.9 De- 
pressed reflexes are seen only in association with marked 
muscle weakness. 


Involvement of the medulla usually occurs in combina- 
tion with back and neck muscle spasm, or with more ex- 
tensive cord involvement: Disturbance of the respiratory 
center is manifested by respirations which are irregular 
in depth and rhythm, although the patient is able to ex- 
pand his chest fully, in contrast to respiratory: difficulty 
due to spasm or weakness of the muscles of respiration. 
Paralysis of swallowing and phonation may be observed. 
Facial nerve lesions may be either peripheral or central 
in type. Deviation of the tongue may occur. Lesions of 
other cranial nerves are uncommon. Marked changes in 
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sensorium are seen occasionally when the disease involves 
higher centers, and rarely ataxia and athetosis may sig- 
nify cerebellar or basal ganglion involvement. Coma and 
convulsions are exceedingly rare. 


Thus the clinical picture may consist of a wide variety 
of types and severity of muscle involvement. Mild 
spasm, involving the back and neck muscles, is frequently 
the entire extent of the disease. On the other hand any 
group of combinations of spasm and weakness or aliena- 
tion may be present. Generally the maximum involve- 
ment occurs soon after the onset, but spasm or weakness 
may progress for as long as a week, especially if fever 
is present. 

Poliomyelitis must be differentiated from: 1) other 
infections of the central nervous system, such as menin- 
gitis and encephalitis; 2) diseases producing muscle 
spasm or limitation of motion of parts, such as rheumatic 
fever and arthritis; and 3) from diseases producing a 
lower motor neurone type of muscle weakness, such as 
peripheral neuritis. 


LABORATORY FINDINGS 


Although a mild degree of leukocytosis is commonly 
observed, the examination of the cerebrospinal fluid is 
the only simple laboratory aid in the diagnosis. In most 
cases an increase in cells is noted. Early, polymorphonu- 
clear leukocytes may predominate, but later lymphocytes 
are more numerous. The total cell count is generally less 
than 300 per cu. m.m., but occasionally as high as 1,000 
cells or more may be present. An associated increase in 
globulin in about half the cases is the only other finding 
of note. .The pressure is rarely greatly elevated. The 
sugar and chloride content of the fluid is characteristi- 
cally normal, and this may be of aid in the differentiation 
from bacterial meningitis. In a significant number of 
clinically typical cases the spinal fluid may be normal on 
repeated examinations, and the diagnosis may only be 
made by continued observation of the patient.9,19 Isola- 
tion of the virus from the nasopharyngeal washings or 
stools is not a practical procedure under ordinary cir- 
cumstances. A rise in protective antibodies during the 
interval from onset to convalescence may allow a retro- 
spective diagnosis in atypical cases. 


TREATMENT 


The Kenny treatment! appears to be the method of 
choice. The aims of the treatment are to eliminate 
muscle spasm, reeducate muscles whose function is dis- 
turbed, and to eliminate incodrdinated use of muscles. 
Regardless of the origin of the muscle dysfunction ob- 
served in poliomyelitis, this treatment is entirely rational 
and, moreover, successful. 


The patient is placed in a neutral supine position on 
a bed under whose mattress is a plywood board. A ver- 
tical footboard is inserted several inches beyond the foot 
of the mattress. Packs consisting of woolen material, 
cut to shape, and wrung twice out of boiling water are 
applied to all muscles in spasm. These are then covered 
with waterproofing and finally blanketing. Care is taken 
not to interfere with movement of joints. The foments 
are applied six times daily at the outset, but may later 
be reduced to four. The extreme degree of moist heat 
(approximately 170 F.) followed by rapid cooling has 
been found the most efficient means of relaxing spasm. 
Packs are continued until all muscle spasm has disap- 
peared. When calf muscle spasm is alleviated, the feet 
are placed against the foot board to stimulate propriocep- 
tive reflexes. 

From the beginning, once or twice daily, the joints are 
put through whatever range of passive movement which 
can be encompassed without pain. As spasm subsides, 
reéducation of muscles begins. The patient is asked to 
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concentrate on the insertion and movement of the muscle 
being reéducated and then the movement of the muscle 
is simulated passively. Later after several passive move- 
ments, the patient is allowed to attempt active contrac- 
tion of the muscle. Great care is taken to prevent in- 
coérdination. This program is continued once or twice 
daily as long as required, since improvement may occur 
over a period of years. A thorough knowledge of muscle 
anatomy and function is necessary on the part of the 
physical therapeutist. 

In patients exhibiting respiratory difficulty due to 
weakness or spasm of the muscles of respiration, fre- 
quent packing is the treatment of choice, but the respira- 
tor is occasionally necessary. If the respiratory center 
is involved sufficiently to cause hypoxia, the respirator is 
of definite, although limited value. Patients with pharyn- 
geal paralysis do better with very frequent small feed- 
ings, but occasionally tube feeding is necessary, supple- 
mented by parenteral fluids. Aspiration of secretions in 
the phraynx must be done frequently. Sulfonamides are 
of possible value in the prevention of pneumonia. Con- 
valescent serum is of doubtful value. Prostigmine ap- 
pears to relax the muscle spasm of poliomyelitis, but its 
exact place in the treatment is not clear.9 

The prognosis in poliomyelitis is dependent on many 
factors. Cases exhibiting muscle spasm without appre- 
ciable weakness uniformly do well with the Kenny treat- 
ment, although they would probably recover, although 
more slowly, without it. Patients exhibiting muscle weak- 
ness may all be expected to recover function, at least in 
part, and without significant deformity. Bulbar cases 
have a 50 per cent fatality rate, almost always due to 
respiratory failure or its complications, but those who 


recover usually do so relatively rapidly and completely. 
U. C. Medical Center, Third and Parnassus. 
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Medical.,.statesmanship comprises the art of changing 
the health'condition of a community, county, or state 
from what it is to what it ought to be—Walter F. 
Donaldson. 


Life is short and art is long. 
—Hippocrates, Aphorisms. No. 1. Hippocrates is speak- 
ing of the art of healing. 
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6 gpa present world-wide conflict has suddenly re- 
vealed to the medical profession of the United 
States that tropical diseases no longer should be re- 
garded a matter of text book consideration. The Amer- 
ican troops are now serving in many foreign parts, with 
the majority in the tropics and in regions bordering on 
the tropics. The ever-increasing number of military and 
navy personnel returning to our shores with tropical 
infections, infrequently or rarely encountered in most 
of the sections of our country, presents a distinct 
challenge not only to the medical departments of the 
Army and Navy, but to the civilian practitioner. 


It is apparent that this problem will not be limited to 
the duration of the war, but its many ramifications will, 
no doubt, cause increasing concern in years to come. 
The present trend of military operations indicates that, 
in all probability, certain detachments of American 
troops will be retained in the tropics for some time 
following the close of the war. Furthermore, it is not 
unlikely that many civilians representing governmental, 
industrial and educational agencies will carry on their 
activities in tropical and subtropical countries. 


Following the return of the first groups of Army 
and Navy personnel sent home for the treatment of 
parasitic infections acquired in tropical combat zones, 
alarms were sounded warning that these men would 
serve as foci of widespread epidemics of catastrophic 
proportions. Speculations were rife as to what dis- 
astrous consequences would be produced by masses of 
disease-harboring troops dispersed throughout the na- 
tion. Time will determine whether or not we are 
justified in becoming unduly alarmed about these 
prospects. Natural barriers in addition to those created 
by our various public health agencies will continue to 
function just as they have in the past. The effective- 
ness of created barriers, however, is lessened due 
to the relaxed supervision existing under present war 
conditions. 


Although there is little justification for the almost 
hysterical approach to the problem confronting us, it 
should be emphasized that there is inherent danger in 
the uncontrolled widespread dispersion, during the 
war and postwar period, of persons with active or 
latent tropical disease. Instances may be cited to show 
that new endemic foci can be established following the 
entrance of infected individuals into a- community in 
which the disease in question had not previously existed. 
The introduction of malignant tertian malaria into 
Connecticut by members of the National Guard who 
had acquired infections in Southern camps during the 
Spanish-American War and the Aurora, Ohio, epidemic 
of 1934, which followed the importation of a single 
case of malaria, are examples worthy of notice. Of 
the several millions of men now enlisted in the armed 
forces the greater proportion are engaged in areas 
noted for the prevalence of some of the most terrible 
scourges of man: Africa, the Mediterranean littoral, 
the Middle East, India, China, and the islands of the 
Southwest Pacific. Our military operations in previous 
wars, with the exception of the Philippine campaign 
during the Spanish-American War, have been limited 
to the temperate regions, and the troops engaged were 
not subjected to the disease hazards which are ever 


* One of several papers in a symposium on “Commun- 
icable Diseases.” Papers in the symposium have been 
collected by Dr. Edward B. Shaw, San Francisco. 
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present. in the combat areas of today. It is apparent 
that with the movement of masses of troops into 
tropical regions and under conditions incident to the 
emergencies of war, some of these troops would become 
infected. Intimate contact with infected native popula- 
tions is unavoidable, and adequate protection against 
arthropod and other intermediate hosts is not always 
possible. The increasing number of Army and Navy 
casualties being returned to the United States for 
rehabilitation clearly indicates the serious problem which 
has not at any previous time confronted the medical 
profession of our country. 


It should be our immediate concern carefully to 
consider what effect the introduction of infected troops 
will have on the civilian population of. this country. 
Whether or not new endemic foci will arise is, of course, 
still problematical. It is not beyond the realm of 
possibility, considering instances in the past, that cer- 
tain disease-producing agents will find suitable conditions 
for growth and multiplication in a new environment. 
Not only the actively sick, but those in the incubation 
or latent stages of disease are a source of potential 
danger. The modern rapid transportation of the sick 
by plane, or of individuals in the incubation period 
of their illness, are factors which tend to aid in the 
dissemination of disease throughout new localities. 
Planes as well as ships constantly arriving on our 
shores from the tropics not only transport the sick 
but may carry disease-transmitting agents. French 
corvettes transferred Anopheles gambiae from Dakar 
in Africa to Natal in Brazil, and the disastrous conse- 
quences which followed during the thirties are known 
to all. Energetic suppressive and control measures 
finally eliminated this dangerous mosquito from Brazil. 
Constant vigilance averted a recurrence of a similar 
situation when in 1943 it was discovered that live 
A. gambiae had been found in planes coming from 
Accra and Dakar in Africa to Natal. The spectre of 
another era of high death rates and untold suffering 
loomed up when five live A. gambiae were caught in 
homes near the Natal airport. 


Many of the more important tropical infections— 
malaria, trypanosomiasis, leishmaniasis, filariasis, schis- 
tosomiasis—are diseases which tend to produce a chronic 
stage of long duration. If individuals infected with 
any one of these diseases migrate to new areas they 
will serve as nuclei of infection over long periods of 
time, and ultimately prove to be the original source 
of endemic foci. Furthermore, if this group of dis- 
eases conferred a lasting immunity, the individual who 
had suffered an attack would be eliminated as a poten- 
tual source of. infection, but unfortunately the protec- 
tion afforded is only transient. It is not unlikely that 
physicians will be called upon in the near future to 
diagnose and treat certain diseases of tropical origin. 
Many will be confronted with conditions with which 
they have had no previous experience. Complications 
will arise when infections commonly met with in our 
country are superimposed upon those acquired in the 
tropics. The problem is not of the future but is of 
immediate concern. Ever increasing numbers of Army 
and Navy personnel are now hospitalized in various 
parts of the country for treatment of diseases rarely 
or never encountered by the majority of the medical 
profession of the United States. Infections with the 
filarial nematode Wuchereria bancrofti, that causes ele- 
phantiasis and with the fluke Paragonimus that pro- 
duces lung disease associated with hemoptysis, are two 
conditions which may be noted in this connection. 

The various public health agencies, fully aware of 
the potential threat which our country faces at the 
present, are mobilizing their forces to prevent the im- 
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portation of diseases from the tropics. They are exert- 
ing every effort not only to control the sick individual, 
but to eliminate him as a source of infection, and to 
erect barriers on our shores against the introduction 
of disease-transmitting agents. It is obvious that the 
physician will have an essential réle in materially aid- 
ing these agencies in the control of tropical infections. 
He will be called upon to diagnose and treat imported 
diseases. Prompt recognition of these is imperative in 
order to facilitate isolation and control. Thus wide- 
spread dissemination of disease will be forestalled. In 
this discussion some of the tropical and subtropical 
protozoan, helminthic and virus diseases of timely in- 
terest will be considered. 


MALARIA 


Malaria and the dysenteries have incapacitated an 
alarming number of United States troops engaged in 
combat zones in foreign regions. The constant arrival 
on our shores of Army and Navy personnel suffering 
from malaria presents a problem not previously en- 
countered by the medical and public health services. 
Individuals harboring the malaria organisms will be 
transported to all parts of this country. Many will be 
located in areas where efficient mosquito vectors are 
known to be present. Four important malaria-transmit- 
ting anophelines occur within the borders of the United 
States— Anopheles freeborni, A. quadrimaculatus, A. 
pseudopunctipennis and, A.. albimanus. 


If a number of infected individuals are concentrated 
in an are@ where an efficient vector is present an en- 
demic focus may arise. Widespread outbreaks of malaria 
occur following the introduction of new species or 
even of a new strain of previously existing species into 
a nonimmune population. Malaria should be suspected 
in all persons living in endemic areas who develop 
fever, or in those who have been in endemic areas. 
Recurrences and relapses should be suspected in all 
patients with recent history of malaria. Under these 
circumstances malaria should be considered as a pos- 
sibility, not only in those with chills and fever, but 
with any obscure febrile or nonfebrile illness. Strenu- 
ous activity, exposure, fatigue, shock, alcoholic indul- 
gence or childbirth may precipitate serious consequences 
in persons who have had a previous attack, or in those 
under suppressive treatment. With such cases, where 
the parasite can not be demonstrated in blood films 
or under conditions where laboratory examinations 
can not be performed, treatment for malaria should be 
instituted immediately. Recent observations indicate 
that the predominant form of malaria found in men 
returning from the Southwest Pacific is the benign 
tertian type caused by Plasmodium vivax, and not the 
malignant tertian (subtertian) type caused by Plas- 
modium falciparum. This is somewhat surprising since 
falciparum malaria is thought to be the predominant 
form found in the tropics. Nevertheless, falciparum 
cases do occur, and with the establishment of ever- 
changing battle fronts in many parts of the world new 
areas will be penetrated and we may expect an increase 
in this severe tropical form. The practitioner in cooler 
climates, perhaps familiar with Plasmodium vivax ma- 
laria, does not fully appreciate the dangers associated 
with Plasmodium falciparum infections. The causative 
organism of tropical malaria produces an extremely 
high parasitemia which, in many instances, rapidly over- 
whelms the host. The high parasitemia which occurs, 
and grave consequences which follow infection with 
Plasmodium falciparum, may be attributed in part to 
the fact that the parasite attacks all forms of the 
red blood cells, and does not exhibit a preference 
for the immature red cells or reticulocytes as does 
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Plasmodium vivax. In addition, the parasite exerts a 
profound change in the physical characteristics of the 
infected cell. The parasitized red blood cells tend to 
adhere to the lining of the capillaries and to each 
other, ultimately producing emboli and thrombi in 
the brain and viscera. The rapid blood destruction 
resulting from the high parasitemia, and the plugging 
of the capillaries are mechanisms which, in part, cause 
the severe cerebral, gastric, choleraic, dysenteric or 
fatal afebrile algid types of falciparum malaria. Where 
there is a history of exposure to malaria and a febrile 
illness is present, associated with coma or _ shock, 
tropical malaria should be suspected. Fever, headache 
and prostration may be the only indications of cerebral 
malaria. Frequently there is no rise in temperature, 
and in comatose cases it may be normal or subnormal. 
Sunstroke, heat exhaustion, and acute alcoholism may 
mimic falciparum malaria. All of the characteristic 
symptomatology of acute appendicitis may be produced 
by an infection with this species. It is often difficult 
to arrive at a correct diagnosis of tropical malaria, 
particularly so, if the individual has been under sup- 
pressive treatment. 

The diagnosis of malaria must be based on finding the 
parasites in blood films stained with Wright or Giemsa. 
The thick blood smear preparation is the one of choice. 
Previous to the war, the majority of laboratory tech- 
nicians made little effort to learn the thick smear 
technique. The situation created by the present emer- 
gency has clearly indicated the advantages of the thick, 
over the thin smear method of examination. With the 
former procedure the concentration of the parasites per- 
mits a more rapid diagnosis, and the detection of 
higher percentage of positives. Everyone who is called 
upon to examine blood for malaria parasites should 
become familiar with this method. Thin smears should 
also be made and utilized when it is impossible to 
make a species diagnosis with the thick smear. In in- 
stances where parasites are not found, films should 
be made on successive d2ys. During the initial attacks, 
although symptoms are present, the density of parasites 
may be very low, and with falciparum infections few 
parasites may be present in the peripheral circulation 
during the second twenty-four hours of each schizogen- 
ous cycle. It must be borne in mind that it is often 
difficult to demonstrate parasites even in patients who 
have cerebral involvement or who are comatose. For 
the management of malaria it is essential that a species 
diagnosis be established, since the clinical approach and 
the method of treatment vary for each type of the 
disease. 

In latent and chronic malaria the parasite density 
is often so low that parasites can not be detected by 
the usual laboratory procedures. For this reason, reli- 
able serologic tests, if available, would aid in the 
establishment of a diagnosis. A satisfactory comple- 
ment fixation test, employing an antigen prepared from 
the blood of monkeys infected with a simian parasite, 
Plasmodium knowlesi, has been developed. The re- 
action is highly specific for malaria, although the 
various types can not be distinguished. The present 
difficulty in obtaining antigen limits the adoption of the 
test as a routine diagnostic procedure. If an antigen 
prepared with the malaria parasite of chickens, Plas- 
modium gallinaceum, ultimately proves to be satisfac- 
tory for the complement fixation test it will, of course, 
be more readily available than one prepared with or- 
ganisms from monkeys. Agglutination, precipitin and 
skin tests have been devised for malaria, but the tech- 
nical difficulties involved and the restricted source of 
necessary amounts of antigens required for routine use, 
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will prevent their adoption. Chemical tests, whose re- 
actions depend on an altered ratio of serum proteins in 
malaria sera, have been advocated by some workers. 
Of these, the Wolff buffer precitation test is perhaps 
one of the easiest to perform, and may be of aid in 
particularly in 


establishing a diagnosis latent and 


chronic malaria. 


The overwhelming number of cases of malaria in our 
troops overseas has made it mandatory that more ef- 
fective methods of drug control of the disease be found. 
Although atabrine and quinine, the two drugs most 
commonly employed, have been known for some years, 
it is unfortunate that there is still so much contro- 
versy with respect to their use. At present neither 
of these drugs, nor in fact any drug known, will pre- 
vent mosquito-borne infection with human malaria. 
Furthermore, complete sterilization of an infection, with 
consequent prevention of relapses, cannot be achieved. 
Frequently the clinical manifestations of the disease 
cannot be suppressed. The lack of an efficient chemo- 
therapeutic agent for the management of malaria has 
occasioned an increasing number of controversial articles 
and observations on the merits and demerits of the 
drugs now in use. For obvious reasons large numbers 
of investigators are engaged in projects -evaluating new 
antimalarial compounds or trying to determine methods 
and procedures: which would permit a more effective 
use of drugs employed at the present. Much of the 
valuable information that has been obtained as the 
result of this work will have to remain as military 
information until the close of the war. In order to 
augment the dwindling supply of quinine, the American 
Board of Economic Warfare has advised the use of 
preparations containing the total alkaloids from cin- 
chona bark imported from Central and South America. 
There is every reason to believe, in view of past trials 
in India and elsewhere, that the total alkaloids are just 
as effective as quinine. For the present, however, only 
antimalarial compounds available for general use are 
the two synthetic preparations—atabrine and plasmo- 
chin. Of these, atabrine is the present drug of choice 
for the treatment of an uncomplicated malaria infec- 
tion. Atabrine, according to recent observations, is just 
as effective or even better than quinine for the treat- 
ment of clinical malaria as well as for suppressive use. 
The efficiency of these compounds depends to a great 
extent on the concentration of the drug attained in 
the blood plasma. However, quinine reaches a higher 
level within a shorter period than atabrine. For the 
treatment of uncomplicated malaria, the initial doses 
of atabrine should be relatively large so that a satis- 
factory level may be obtained. Smaller maintenance 
doses should follow. 


There is a growing tendency to eliminate the rou- 
tine use of plasmochin for the treatment of malaria. 
It produces severe toxic reactions and requires careful 
supervision on administration. When used alone it is 
not effective in the control of clinical attacks. Plas- 
mochin cannot be used for suppressive treatment, since 
it has very little destructive action on schizonts. Al- 
though it does destroy gametocytes and consequently 
prevents the spread of the disease, it is questionable 
whether it will ever prove to be a practical method. of 
control. Furthermore, experience has not supported the 
contention that when plasmochin is given after ata- 
brine or along with quinine, the incidence of relapses 
is greatly reduced. 

The severe problem now presented by malaria has 
necessitated a large number of research and clinical 
investigations. There is a pressing need to determine 
the most effective methods and plans of treatment. A 
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wealth of experience has been gained at home and 
abroad both in the laboratory and in the field. It may 
be some time before a proper evaluation can be placed 
on the vast amount of information now accumulating 
relative to the most effective treatment régime for ma- 
laria. For obvious reasons some of this information will 
have to be withheld until the end of the war. When a 
physician, practicing in a nonmalarious area and possess- 
ing little or no experience with the disease, is suddenly 
called upon to handle an introduced case, he is at a 
loss as to what is the best treatment plan to follow. 
For this reason every physician should become familiar 
with the latest recommendations offered by Govern- 
mental or civilian agencies. Excellent advice on the 
drug treatment of clinical malaria may be obtained 
from Circular Letter 1531.2 issued by the Office of the 
Surgeon General. This information and timely pre- 
sentation should be in the hands of every practitioner 
for immediate reference. It is of interest to note in the 
Circular Letter that atabrine alone is advocated as the 
drug of choice for the most cases, and that the routine 
use of plasmochin is no longer advised. The dosages 
of atabrine and quinine which are now recommended 
are as follows: 
1. Oral medication. 


a. Atabrine hydrochloride 0.2 gram (3 grains) and 
sodium bicarbonate 1 gram (15 grains) by mouth with 
200 to 300 ce. of water (or an equal amount of sweetened 
tea or fruit juice) every six hours for five doses, followed 
by 0.1 gram. (1% grains) three times a day after meals 
for six days (total 2.8 grams in seven davs). 

b. If atabrine is not available, use quinine alone, giv- 
ing quinine sulfate 1 gram (15 grains) by mouth three 
times a day after meals for two days, followed by 0.6 
gram (10 grains) three times a day after meals for five 
days (total 16 grams in seven days). 

2. Parenteral medication 


a. Atabrine dihydrochloride 0.2 gram (3 grains) in 


5 cc. sterile distilled water injected intramuscularly with 
the usual precautions into each buttock (total 0.4 gram 


or 6 grains). If necessary, give one or two additional 
doses of 0.2 gram (3 grains) intramuscularly at inter- 
vals of six to eight hours. As soon as the patient can 
take and retain oral medication, give atabrine by mouth 
in such doses as to give a total by both routes together 
of 1.0 gram in forty-eight hours followed by 0.1 gram 
three times a day after meals for five days (total 2.8 
grams in seven days). 

(In emergencies, when atabrine and quinine for paren- 
teral use are not available, quinine sulfate may be given 
by rectum, using a dose of 1 or 2 grams mixed with a 
starch paste, thin enough to run through a rectal 
catheter. This route should not be used more than once 
or twice.) 


b. Quinine dihydrochloride 0.6 gram (10 grains) in 
sterile physiological saline 300 to 400 cc. (minimum 200 
ec) iniected intravenously with the usual precautions, 
especially avoiding speed. If necessary, do not hesitate 
to cut down to the vein. Repeat this treatment in six 
to eight hours, if the situation demands it. When the 
patient can take and retain oral medication, give a 
complete course of atabrine (preferable) or quinine by 
mouth as described for uncomplicated cases. 

The Office of the Surgeon General recommends that 
with most cases the same plan of treatment be followed 
for relapses as for primary attacks. It is suggested 
that a continuance of maintenance doses of atabrine 
over a total period of two or three weeks be tried. 
With some cases repeated relapses occur, even though 
a regular course of atabrine therapy has been followed. 
For these, the Army recommends that quinine should 
be tried to prevent further relapses, provided the num- 
ber of cases receiving treatment be limited. In this 
connection, in view of the present restrictions placed on 
the distribution of quinine, the use of totaquine U.S.P. 
XII (crude extract of cinchona alkaloids) may be 
worthy of trial. 


The inherent dangers associated with a falciparum 
infection and the protean manifestations found in this 
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type of malaria usually demand a more cautious ap- 
proach on the part of the physician than if he were 
treating a vivax or quartan infection. 

Most and Meleney,? in a recent paper,-have already 
indicated, by means of pertinent case reports, the dan- 
gers and pitfalls encountered in the diagnosis and drug 
treatment of falciparum malaria. They recommend ata- 
brine by mouth in all uncomplicated falciparum infec- 
tions. In cases where blood smears reveal a severe 
parasitemia, or where there is visceral involvement, 
atabrine should be given intramuscularly or quinine 
intravenously. They stress the importance of starting 
such treatment early and continuing it with intensity 
until the clinical condition of the patient improves to 
the point where oral medication may be instituted. For 
the treatment of patients in coma, or in instances where 
cerebral involvement occurs, quinine dihydrochloride 
should be given intravenously every four hours with 
dextrose solution and isotonic solution of sodium chlo- 
ride. Most and Meleney advocate spinal drainage for 
comatose patients, since this procedure may restore 
consciousness. They further suggest that the use of 
nicotinic acid intravenously is warranted, since there is 
evidence that it produces dilation of cerebral capillaries 
and increases cerebral blood flow. 


AMOEBIASIS AND AMOEBIC DYSENTERY 


Under combat conditions in the tropics it is not 
always possible to maintain rigid control of the various 
ways and means which favor the acquisition of an 
infection with Endamoeba histolytica. Infected native 
populations are an ever-present focus of the disease. 
During peacetime, about twenty-five per cent of service 
men returning from the Orient harbored the parasite. 
Whether or not particularly invasive strains of the 
organisms will be acquired is conjectural. Carefully 
conducted surveys have shown that about ten per cent 
of the general population of this country are infected 
with E. histolytica. That there will be a decided increase 
following the importation of large numbers of indi- 
viduals harboring the amoebae is problematical. An in- 
crease in the morbidity rate will be in direct propor- 
tion to the sanitary and hygienic level of the communi- 
ties to which these individuals are transported. 

Of the various clinical variations caused by E. histoly- 
tica acute amoebic dysentery is the least difficult to 
diagnose. The chronic types may persist for years with- 
out recognition. The potential danger of this protozoan 
infection is not so much the production of large numbers 
of cases of acute dysentery, but the serious complications 
which may terminate an infection of long duration. 
Amoebic hepatitis, abscess of the liver, and rarely 
abscess of the lung or other organs are dangerous in- 
volvements. These are frequently difficult to diagnose. 
The diagnosis of amoebiasis and amoebic dysentery rests 
solely on the demonstration of E. histolytica. The 
laboratory diagnosis should be performed only by those 
who are familiar with the morphology of the protozoa 
of the human intestinal tract. A careful selection and 
handling of clinical specimens and the employment of 
suitable concentration and staining procedures will fa- 
cilitate the recovery of the organism. 

Carbarsone; vioform and emetine hydrochloride are the 
drugs of choice’for the treatment of amoebic infections. 
Clinical cure and eradication of the infection may be 
accomplished if these are judiciously employed. How- 
ever, effective results are obtained only if the limitations 
of each of these are recognized. The clinical type of 
the disease present will determine the choice of drug or 
drugs. Many favor the use of two or three of these 
drugs in combination for the management of an infection 
with E. histolytica. 
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For the treatment of acute malignant amoebic dysen- 
tery rectal administration of carbarsone is recommended. 
A retention enema is given at night (carbarsone 2 grams 
dissolved in 200 c.c. of a 2 per cent sodium bicarbonate 
solution) following a cleansing enema of 2 per cent 
sodium bicarbonate solution. A mild sedative may aid 
retention. The treatment is continued until five enemas 
have been retained over night .This procedure should 
likewise be followed for the less severe types of amoebic 
dysentery where there is a subacute onset and course. 
Vioform is too irritating and should not be given by 
rectum. As soon as the symptoms are controlled, oral 
administration of either carbarsone or vioform should be 
instituted, as described later for chronic amoebiasis. The 
routine clinical use of emetine for the treatment of 
amoebiasis or amoebic dysentery is not advised because 
of its direct toxic action. Although it has doubtful 
curative powers it is of definite value in controlling acute 
symptoms. Where the use of this drug is indicated, intra- 
muscular injections of emetine hydrochloride 0.03 gram 
(4% grain) twice a day or 0.06 gram (1 grain) once a 
day for four to six days are given. As soon as_the 
acute symptoms have subsided the injections of emetine 
should be stopped. 

For the treatment of chronic amoebiasis, or of so- 
called “carriers,” carbarsone or vioform are recom- 
mended. Carbarsone 0.25 gram (4 grains) is given by 
mouth three times a day for seven days. The course 
may be repeated following an interval of ten days, if 
amoebae reappear in the stools. Vioform 0.25 gram (4 
grains) may be given three times a day for ten days. 
If necessary additional courses of vioform may be given 
with intervals of at least ten days. In cases where 
amoebae persist in the stools in spite of treatment with 
either of the two drugs, alternating courses of carbarsone 
and vioform may be tried. With frank amoebic hepatitis 
and with liver abscess emetine hydrochloride is the drug 
of choice. It is the only available agent which has proved 
satisfactory for the treatment of these conditions. ‘The 
drug is administered as described above, but injections 
are continued for eight days, and these are then followed 
by a course of carbarsone or vioform by mouth. 


LEISHMANIASIS 


The leishmaniases are widely distributed diseases 
endemic in regions where many of our troops are located. 
Kala-azar, a visceral form, occurs in the countries border- 
ing the Mediterranean, South Russia, India, China, Man- 
churia, Abyssinia, Sudan and certain sections of South 
America. It produces an irregular recurring fever over 
a period of weeks, progressive enlargement of the spleen, 
later of the liver, emaciation, anemia. leukopenia and 
often dysentery or diarrhea. Oriental sore, a cutaneous 
form, usually is not present in regions where kala-azar 
is found. It occurs in Mediterranean countries, Central 
Asia, India, China, Middle East, many parts of Africa, 
southern Russia and in northern Australia. Espundia 
or nasopharyngeal leishmaniasis is found only in South 
and Central America. 


The exact mode of transmission has not been demon- 
strated for all the species of Leishmania, but in all 
probability flies belonging to the genus Phlebotomus are 
the vectors concerned. Recently kala-azar and oriental 
sore have been transmitted to human volunteers who sub- 
mitted to bites of infected Phlebotomus. These flies are 
so minute they can readily pass through an ordinary mos- 
quito net. Since their breeding places are rarely found, 
they are difficult to control. 

Only a few imported cases have been detected in this 
country. The writer secured cultures of Leishmania 
donovani from postmortem spleen tissue obtained from a 
United States soldier who had returned from China. A 
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recent report indicates that 499 cases of cutaneous leish- 
maniasis have occurred in American forces in the Middle 
East. Newly-arrived immigrants are most readily 
attacked. There is little known about the species of 
Phlebotomus which occur in the United States. Very few 
have been described. The appropriately named sandfly, 
Phlebotomus diabolicus, first discovered at Uvalde, ‘Texas, 
is an avid feeder on man. 

The specific diagnosis of the visceral type of leish- 
maniasis depends on the demonstration of Leishmania 
donovani in smears or cultures of specimens obtained by 
sternal or splenic puncture. The organisms may also be 
demonstrated in smears or cultures of peripheral blood. 
With the cutaneous and nasopharyngeal types, specimens 
for examination are obtained by aspirating material from 
the indurated zone surrounding the ulcers on the skin or 
from nodules or ulcerations in the mucous membranes. 

Various antimony preparations have been widely em- 
ployed in the treatment of the leishmaniases. Of these, 
sodium or potassium antimony tartrate have been in use 
for a number of years, but more recently certain penta- 
valent antimony compounds have been developed which 
are less toxic, and in all proability more effective than 
the tartrates. Neostibosan is the least toxic and most 
effective drug of the pentavalent group. It has the ad- 
vantage that it may be administered intramuscularly. 
Furthermore it is of particular value in the treatment of 
kala-azar in children. The type of leishmaniasis which 
is present in the Egyptian Sudan does not respond to 
treatment with antimony preparation. Recent investiga- 
tions have shown that certain aromatic diamidines are 
effective chemotherapeutic agents for this resistant type 
of infection. Oriental sore responds very favorably to 
intramuscular injections of fuadin, a trivalent antimonial, 
or to intramuscular injections of neostibosan. A solution 
of berberine sulphate injected into the edges of the sores, 
or the topical application of dry ice have been recom- 
mended. Injections of a solution of atabrine in the skin 
around the ulcers, with concurrent administration of tab- 
lets of the same drug, have been recently suggested as 
an excellent method of treatment. With the American 
nasopharyngeal type of leishmaniasis, the treatment of 
the initial lesion is the same as that employed for Orien- 
tal sore. During the stage of the disegse when the mucous 
membranes become: involved, injections of tartar emetic 
or one of the pentavalent antimony preparations are em- 
ployed, as recommended in the treatment of visceral 
leishmaniasis. 


HELMINTHIC DISEASES 


Serious problems have been presented to the Medical 
Departments of the Army and Navy by returning casual- 
ties, harboring helminths rarely encountered in our coun- 
try. The practitioner, in all proability, will be able to 
cope with hookworm, Strongyloides, Ascaris or tapeworm 
infections, but some of the unfamiliar types will cause 


difficulties in diagnosis and treatment. The threat of 
widespread dissemination of helminths during the war 
and postwar period cannot approach that offered by the 
protozoa. The complicated life cycles, the dependence on 
specific vectors for transfer, the limited geographical 
distribution and the inability of the parasite to multiply 
in the human host are factors which tend to limit the 
dispersion of many types of metazoan parasites of man. 
The laboratory diagnosis of helminthic diseases has been 
greatly facilitated during recent years, following the in- 
troduction of more specific and refined techniques. 
Numerous cases of filariasis have occurred in the 
armed forces stationed in the Southwestern Pacific area. 
The return of troops exhibiting the early symptoms of 
this disease has created an exigency not encountered in 
previous wars. The thread-like filarial worms which cause 
this condition are widely distributed throughout tropical 
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regions of the world. The species associated with filarial 
lymphangitis and elephantiasis are Wuchereria bancrofti 
and Wuchereria malayt. Two distinct forms of W. ban- 
crofti occur. The one found in the Philippines, Samoa, 
Fiji and other Pacific Islands produces microfilariae 
which may be detected in the peripheral blood in equal 
numbers by night and day. The other, which occurs in 
North Africa, West Indies, South America and China, 
gives birth to microfilariae exhibiting nocturnal peri- 
odicity—i.e., in peripheral blood in larger numbers at 
night than day. Wuchereria malayi is widely distributed 
in rural sections of Malaya, the Dutch East Indies, Cen- 
tral India, Ceylon, South China and Indo-China. The 
microfilariae of this species likewise exhibit nocturnal 
periodicity. Numerous mosquitoes—Aedes, Anopheles, 
Culex, Mansonia—transmit the infection. Our native 
mosquitoes may become infected if little effort is made 
to control imported cases of filariasis. Charleston, South 
Carolina, was formerly an endemic focus of infection for 
W. bancrofti. 


The early symptoms of the disease have appeared in 
military personnel who have been in endemic areas for 
a period of only two or three months. Early in the dis- 
ease a recurrent-lymphadenitis followed by lymphangitis 
occurs with fever usually present. Later, elephantiasis 
of the scrotum, legs and arms, hydrocele, lymphatic vari- 
cocele, epididymitis and chyluria may appear. A period 
of one or two years may elapse following inoculation 
before the blood becomes microfilaria positive. It must 
be borne in mind that microfilariae may be found in 
subjects exhibiting no clinical symptoms of filariasis. In 
all probability very few, if any, of the service men re- 
turned to this country will develop the elephantoid de- 
formities associated with filariasis. In regions where 
there is a high incidence of infection among native popu- 
lations a very small number, probably less than 1 per 
cent, of those harboring the filariae develop severe mani- 
festations of the disease. A large scrotum or an elephan- 
toid leg follows repeated heavy infections obtained over 
a number of years. 


The specific diagnosis depends on the demonstration 
of microfilariae in thick blood smears. In regions where 
the larvae exhibit nocturnal periodicity smears should be 
prepared from blood obtained at night. In the early 
stages of filariasis where microfilariae cannot be demon- 
strated, an intradermal test and a complement fixation 
test may aid in establishing the diagnosis. An extract of 
the dog heartworm, Dirofilaria immitis, is the antigen 
employed for these. There is no established specific treat- 
ment for Wuchereria infections. 


VIRUS DISEASES 


The diseases Of virus origin, usually associated with 
warm climates, causing the most concern at the present 
are dengue, dengue-like, fevers and yellow fever. All of 
these have epidemic potentialities. Dengue and a clinically 
related infection, sandfly fever, have interferred with 
the effectiveness of military operations in the Pacific and 
Mediterranean areas. Dengue is not a stranger in our 
country. About 30,000 cases occurred in Galveston, 
Texas, during the summer and fall of 1922. A serious 
outbreak originated in Miami in 1934, spread to Jackson- 
ville and then to Georgia. The epidemiology of dengue 
is strikingly similar to yellow fever. The yellow fever 
mosquitoes, Aedes aegypti, and Aedes albopictus transmit 
the virus. The introduction of infected cases into a 
community where there are many susceptible individuals 
and numerous Aedes aegypti may lead to an epidemic of 
dengue which may last for several years. The outbreaks 
which occurred in the southern part of the United States 
indicate the prevalence of Aedes aegypti in that region. 

The disease is characterized by sudden onset, fever 
with “saddle -back” curve, muscular pains, intense post- 


TROPICAL DISEASES 


249 


ocular pain and a scarlet fever or measles-like rash be- 
ginning on hands and feet and spreading to other parts. 
Prostration occurs in a few hours. Repeated attacks are 
common. There are no effective immunization procedures. 
Treatment is symptomatic. The most satisfactory method 
of control for dengue is based on measures directed 
against Aedes aegypti. 


There are several diseases which clinically resemble 
dengue, but are of shorter duration and usually do not 
have a recurring fever or rash. The most important of 
these is sandfly fever (Papataci fever, Phlebotomus 
fever, three-day fever) prevalent in the Mediterranean 
area, Middle East India, China, East Africa and north- 
ern Argentina. The virus is transmitted by various species 
of sandflies. In the Mediterranean region Phlebotomus 
papatasii is the principal vector. There is no specific 
diagnosis or treatment. Preventive measures are directed 
against the sandfly. 


The threat of yellow fever is apparent to all. This 
disease, more than any other, has occasioned the rigid 
quarantine regulations instituted to prevent the importa- 
tion of infected persons and virus-bearing mosquitoes 
into our country by airplane transportation. The avail- 
ability of an effective vaccine conferring an immunity 
of several years duration will, in all probability, remove 
the danger attendant with the introduction of nonim- 
mune troops into endemic areas. Opportunities for the 
introduction of cases of yellow fever or of infected mos- 
quitoes are greatly increased under wartime conditions. 
Although the armed forces may be adequately protected 
the vast majority of the general population is susceptible. 

At the present there are extensive reservoirs of yellow 
fever in the jungle areas of tropical South America and 
Africa. The disease existing in South America exhibits 
epidemiologic characteristics which distinguish it from 
the classical aegypti-transmitted urban type found in 
cities and large towns. This form, endemic in Brazil, 
Ecuador, Bolivia, Columbia and elsewhere in South 
America, has been designated as jungle or endemic yellow 
fever. It occurs in forest regions and uncleared lands 
in the absence of Aedes aegypti. Other species of Aedes 
serve as vectors. Man is not the important reservoir of 
endemic yellow fever, but this réle is assumed by 
monkeys, opossums, ant-eaters and other jungle animals. 
Epidemics may result if individuals, harboring the virus, 
migrate from jungle areas into urban or rural com- 
munities. 


In the past, outbreaks of yellow fever have occurred 
in large cities on the Eastern Coast of the United States. 
Although it has not appeared in our country since 1905, 
the presence of Aedes aegypti and a susceptible popula- 
tion make it necessary to maintain constant vigilance. 
Although the warm sections of the Orient and Australia 
provide this same background, it is still an enigma why 
yellow fever has not become established in these regions. 
A provisional diagnosis of the disease is based on sympto- 
matology. Specific confirmation that the virus present 


was yellow fever is established by a mouse-protection test. 
U. C. Medical Center, Third and Parnassus. 
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Desire not to live long, but to live well; 


How long we live not years, but actions, tell. 
—Rowland Watkyns, Flamma sine 
Fumo: The Hour Glass. 
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ie the past the waging of wars has always been 
attended by an increase in the prevalence of diseases 
which follow the disregard of sanitary precautions 
against soil and water pollution. Food and water-borne 
diseases constituted one of the most important causes 
of epidemics among civilian and military personnels. The 
seeds for these epidemic diseases exist in all parts of 
the world, and experience has taught that, on several 
occasions during the past century, they have spread in 
epidemic or pandemic waves. As late as 1911, cholera 
reached the port of New York. The present day acceler- 
ated means of transportation has, in many respects, en- 
hanced the risk, and has created a potential menace which 
cannot be disregarded. Oniy continuous vigilance will 
prevent the smuggling in of some of these infectious dis- 
eases which, for the present, are largely confined to their 
ancient endemic centers in Asia. 

Aside from the dangers lurking from these outside 
sources, one is troubled with considerable anxiety by the 
lapses of community sanitation, which may provide for a 
rise in the incidence of food and water-borne diseases 
throughout the North American Continent. It may, there- 
fore, be appropriate to briefly review the present-day 
knowledge, and offer suggestions concerning diagnosis, 
treatment and prophylaxis. 


TYPHOID FEVER 


A recent review on the incidence of typhoid fever in 
the large cities of the United States in 1942 (J.A.M.A., 
1°43, 122:1181) indicates that this infection shows a 
progressive, favorable decline. The death rate from 
typhoid in 93 large cities fe!l from 0.50 per thousand in 
1940 to 025 in 1942. Just as in Great Britain, so in the 
United States, typhoid fever has remained thus far a 
rather unimportant disease in the cities. However, in 
smaller rural settlements, and unorganized territories, the 
supervision, particularly of water supplies, is done care- 
lessly and they are potentially unsafe. Uncooked salads, 
cheese prepared. from raw milk, and raw seafood con- 
tinue to offer hazards. Furthermore, the gigantic mass 
movements of workers to shipyards and factories doubt- 
less bring carriers into regions in which these reservoirs 
of infection were rare. The physician must, therefore, 
remain typhoid-fever conscious, and remember that the 
course of the disease is frequently atypical, even abortive. 
Adequate laboratory facilities are available in even the 
most remote regions. Properly-collected blood specimens 
in special bile media. and stool samples preserved in the 
customary brilliant green-glycerine-solutions obtainable 
from the diagnostic laboratories, greatly facilitate the 
aetiological diagnosis. Today, no typhoid diagnosis is 
complete without the specific bacteriophage typing of the 
isolated strains. If, in any outbreak, bacilli of different 
“phage” types are isolated. then more than one source of 
infection can be presumed to exist. For. example, out- 
breaks caused by contamination with sewage are often due 
to bacilli that belong to different “phage” types. It is 
thus of paramount importance that the infecting organism 
should be isolated in all clinical cases. Widal or serum 
tests are merely supplementary, and should not be em- 
ployed. That a proven case of typhoid fever should be 
sufficiently segregated to prevent the infectious discharges 
from reaching other persons needs no emphasis. General 
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medical and nursing care is the best treatment. If the 
patient stays at home and does not have full-time profes- 
sional nursing care, it’ is important to teach the family 
the disinfection procedures. This service must be done 
by a public health nurse, who should assist in carrying 
out the physician’s orders. Hospitalization is desirable 
both for the welfare of the. patient, the protection of 
the family, and the community as a whole. Treatment 
with vaccines, serums and phages has been disappointing. 
Sulfonamide compounds are without therapeutic effect 
in typhoid fever, and in no instances have the faeces of 
carriers been cleared of the typhoid bacilli following 
long periods of drug therapy. 

Immunization should be urged for all persons who are 
or may be in close association with typhoid cases or 
carriers. Institutional groups, as well as travelers to 
areas where the water and food supplies are unsafe, 
should also be protected. Ordinarily, subcutaneous injec- 
tions of 0.5, 1.0 and 1.0 c.c. are given at weekly inter- 
vals; recent studies have shown that the intracutaneous 
injections of 0.1 c.c. are equally effective. Immunization 
by the oral route is valueless. Moreover, any procedure 
which tries to eliminate constitutional reactions reduces 
greatly, as a rule, the efficacy of the vaccine. Wherever 
the disease is prevalent and where conditions develop 
which may favor the spread of typhoid fever, it is ad- 
visable to encourage community immunization programs. 

It is the duty of every physician to report immediately 
a suspected case of typhoid fever to the local or State 
Health Department in order that an epidemiological in- 
vestigation may be promptly instituted. 


SALMONELLA INFECTIONS 
Information on the frequency of human infections 


with organisms of the paratyphoid group, nowadays 
called Salmonella, is very inadequate. In recent years it 


has become evident that the Salmonella types may cause 
any one of three clinical pictures: (1) The rather well- 
known enteric fever or Salmonella fever, which is similar 


to typhoid fever. (2) Septic or purulent infections re- 
sembling diseases caused by pyogenic cocci. (3) Gastro- 
enteritis, frequently called “food poisoning.” ‘The most 
dangerous form of Salmonella infection is the septic 
type, which appears in sporadic cases but has a high 
mortality. Intestinal involvement is usually absent and 
thus the diagnostic difficulties are greatly increased. The 
blood invasion is evident from -the high intermittent 
fever, the positive blood cultures, and from the localiza- 
tion of the infection in various tissues. Meningitis and 
osteomyelitis are not infrequent in children. It is impor- 
tant to emphasize that Salmonellas complicate nutritional 
deficiencies and other wasting diseases. Salmonella fever 
is usually milder and less typical than typhoid fever, with 
the exception of the cases caused by S. paratyphi A, B 
and C. Enlargement of the spleen may be absent, but 
abdominal pain may produce a pseudosursical syndrome 
frequently leading to appendectomies. The gastro-in- 
testinal type of Salmonella infection is rarely fatal, ex- 
cept in individuals who are weakened by other diseases 
or old age. As a rule, the incubation is not as short as 
in food poisoning due to chemical poisons or to the 
staphylococcic toxins. One or two davs may elapse be- 
tween the consumption of the contaminated food and the 
first symptoms of vomiting. In adults the diarrhea is 
less severe than in dysentery, while in children the 
choleriform character is quite alarming. The gastro- 
enteritis of limited duration is largely conditioned by the 
effects of a poison rather than that of a bacterial in- 
vasion. However, this interpretation should not deter 
the physician from attempting an aetiologic diagnosis. 
The percentage of isolations of Salmonella from cases 
of “food poisoning” has greatly increased in recent years 
by improvements of the laboratory methods. 
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Patients and chronic carriers are the reservoirs of the 
Salmonella fever infections. The infective agent is spread 
through contact, pollution of water or contamination of 
food. For most of the other Salmonella types, the pri- 
mary hosts are animals and the vehicle is food. There is 
some evidence, however, that transitory human carriers 
may play a réle. In a recent report on an institutional 
outbreak of S. typhi murium infection, apparently con- 
veyed by turkey or its dressing at a Thanksgiving Day 
dinner, and involving 238 persons, it was noted that 41 
of the patients still excreted the bacilli in the fourth 
week following infection. Over 5 per cent showed posi- 
tive stool cultures in the seventh week. Such observations 
clearly impose on the physician and the Health Depart- 
ment great résponsibility in preventing Salmonella in- 
fections from man to man. Wartime conditions, with 
continuous changing of kitchen help, waiters and wait- 
resses, less training and growing lack of fastidiousness, 
scarcity of foodstuffs are bound to lead to the use of 
left-overs, and providing optimal conditions for food 
contamination by carriers. A glance at the reports which 
come in from Great Britain amply attests to the increas- 
ing dangers which might be anticipated. 


The vast Salmonella reservoir which exists in the ani- 
mal kingdom is fully recognized, but not always appre- 
ciated even by the medical and public health profession. 
The special liability of mice and rats has long been 
known, but many animal pathogens have also appeared 
in human infections. Thus, S. dublin (formerly known 
as S. enteritidis) from cows was proven responsible for 
several milk-borne or ice cream-borne outbreaks of acute 
gastro-enteritis. More recently Cherry, Scherago and 
Weaver report the finding of 5.2 per cent of retail meat 
samples with endogenous Salmonella infection of such 
types as S. typhi murium, S. derby, etc. The importance 
of birds as reservoirs of Salmonella strains, potentially 
and proven pathogenic for man, requires no emphasis; it 
is well to remember the infections traced to duck eggs, 
turkeys or pigeons (Monthly Bulletin of the Emergency 
Public Health Laboratory Service, September, 1943, 
Volume 2). In war time, there is an increased risk that 
shipments of hastily inspected, diseased and indiscriminat- 
ingly-purchased cattle and poultry are likely to be dis- 
tributed, particularly through the “black market,” so 
long as meat shortages continue to exist. 


It is imperative, both from a clinical as well as a pub- 
lic health point of view, that the infecting organism 
should be isolated in all clinical cases. Strains obtained 
from infected persons or the causative food should be 
sent to an appropriate laboratory where typing of 
Salmonella cultures may be carried out (New York: Di- 
vision of Bacteriology, the Jewish Hospital of Brooklyn, 
New York or Salmonella Center, Lexington, Kentucky). 
A serum or Widal test is frequently of little value in 
the diagnosis, since it is impossible to use all known 
Salmonella types as antigens. Experts in this field should 
be consulted; very few laboratories are equipped to 
handle the problems incident to these infections. 

Serum treatment has not been tried extensively, but de- 
serves further study. Sufficient evidence is not yet avail- 
able to judge the clinical action of sulfonamide therapy. 
It appears that bacteremias are benefited, and patients 
harboring the S. cholera suis (a strain particularly sus- 
ceptible to sulfathiazole and diazine) should have the 
benefit of sulfonamide treatment. 


BACILLARY DYSENTERY 


Epidemics of bacillary dysentery have always been the 
faithful companions of war, not only to the armies but 
to the civilian population as well. The magnitude of the 
problem may be judged from the experiences of the 
English army during the first World War; over 486 per 
1,000 casualties in Mesopotamia were caused by dysen- 
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tery. It remains an important war disease, and it has 
assumed in some of ‘the theaters of war the position of 
Medical and Public Health Problem Number Two. 
Furthermore, it is well-known that, during the period 
when typhoid has continued to decline, the frequency of 
dysentery in the civil population has remained stationary ; 
in fact, an appraisal of the situation by Felsen (New 
York State J. Med., 1942, 42:789) would indicate ap- 
proximately 700000 cases of dysentery in the United 
States during 1933-1937. There is ample evidence that 
diarrhea and enteritis rank next to prematurity as cause 
of infant deaths (up to 14 per cent of all deaths under 
one year of age) under conditions of overcrowded living 
quarters and poor sanitation. Rural areas with primitive 
means of waste disposal have their autumnal visitations 
of dysentery, possibly associated with the prevalence of 
flies. In other regions the disease follows the rainy sea- 
son, or the congregation of workers in plantations, 
schools, lumber camps and other establishments with in- 
adequate sanitary facilities. Dysentery is a permanent in- 
fection in lunatic asylums and prisons. 

The story how dysentery is spread has been greatly 
amplified in recent years. That person to person trans- 
missal of faecal pollution is most important, and that 
dysentery is “contagious” has received overwhelming re- 
port through the careful investigations which have been 
conducted in this country and abroad. Due to improved 
methods of cultivation, it is now recognized that the 
extent of carrierdom within the population has been 
greatly underrated. At least 3 to 20 per cent of the re- 
covered cases of dysentery remain carriers. for 4 to 6 
months. Recent data from New York, Georgia, New 
Mexico, Puerto Rico and Denmark leave no doubt that 
many individuals who had no history of diarrhea and no 
intestinal complaints were proven carriers. Thus, it is 
not surprising that soldiers on furlough may introduce 
dysentery cases to their families, or even cause outbreaks 
of dysentery. 


Aside from direct contagion in which the contamina- 
tion of latrine seats, or of the hands of nurses and 
attendants with infectious, sticky mucous faecal material 
is well proven, the indirect pollution of food and drink 
through the agency of house flies, which feed on dysen- 
teric faeces, and then vomit or deposit the bacilli in their 
dejecta, accounts for a fair incidence of dysentery dis- 
ease. Several large milk-borne Flexner dysentery epi- 
demics are on record. 


The symptoms exhibited in bacillary dysentery depend to 
a large extent upon the type of Shigella bacilli involved. 
The main features of a typical attack are diarrhea, 
abdominal pain, fever, prostration and leucocytosis after 
an incubation time of from 1 to 6 days, about 48 hours 
being the average time elapsing between intake of the 
bacilli or food, and the sudden onset of diarrhea Every- 
body knows that, whatever the causal organism (Shiga, 
Flexner or Sonne Types), the infection may evoke symp- 
toms covering a wide range of severity, and that a 
bacteriological examination of the contacts or members 
of a group or family will usually disclose mild and un- 
suspected cases. Since it is of utmost importance to 
diagnose the nature of intestinal disorder as early as pos- 
sible with the view ‘to prompt nad proper treatment, 
suitable specimens must be submitted for laboratory 
examination. A physician who does not use the laboratory 
facilities in connection with the diagnosis dysenteric in- 
fections may be guilty of grave negligence. 


With the aid of the rectal swab technique (developed 
by A. Hardy: Public Health Reports, 1°42. April 10, 
57: No. 15), suitable specimens may be taken at any 
time. The swabs may be used immediately for plating on 
highly selective culture media such as the S. S. agar 
(Difco) or the desoxycholate-citrate agar, or they may 
be transported for any distance or held for several days 
provided the swab is moistened with glycerine-saline 
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preservative (30 per cent glycerine in buffered saline), 
or coated with semisolid agar preparation (0.5 per cent 
agar in buffered saline). In acute cases, the microscopic 
examination of flakes of cellular mucous from stools 
collected in the bedpan, free from urine and antiseptic, 
is most useful. During the early stages of bacillary 
dysentery, the mucus is extremely rich in cells; about 90 
per cent are polymorphonuclear leucocytes and 10 per 
cent are epithelial cells, mononuclears, some macrophages 
and eosinophiles. Cultures from semi-formed stools or 
brownish faecal discharges are useless. 


The serodiagnosis with the patient’s serum has little 
value. In chronic cases sigmoidoscopy is invaluable, since 
it furnishes information relative to the appearance of the 
bowel, suggests the nature of the infection and, through 
the swabbing of the ulcers, furnishes ideal material for 
cultures, the type of exudate and the demonstration of 
Entamoeba histolytica in amoebiasis. 

The treatment of dysentery has been revolutionized 
through the introduction of sulfa drug therapy. Recent 
observations indicate that sulfadiazine should be the first 
choice rather than sulfaguanidine, at least in the treat- 
ment of S. flexneri, S. sonnei and S. newcastle. An 
initial dose of 3 grams (45 grains), then 1 gram (15 
grains) every 4 hours night and day, usually bring im- 
provement in 3 days or sooner. The dose may then be 
reduced to 1 gram 3 times daily; this treatment is con- 
tinued until stools have been normal for 4 days. In 
tropical climate, sulfaguanadine (initial dose 6 grams and 
then 3.5 grams every four hours) is to be given pref- 
erence. An adequate fluid intake must be maintained. To 
prevent collapse and acidosis, 5 per cent dextrose in nor- 
mal salt solution with sodium carbonate, thiamin hydro- 
chloride, ascorbic acid and nicotinic acid should be used. 
Plasma should never be given until dehydration has been 
completely relieved. Serum treatment alone in the light of 
newer knowledge is of doubtful value. Patients should 
not be discharged from supervision without proven nega- 
tive stool cultures for dysentery bacilli. Strict isolation 
of dysentery cases in special wards and utmost care in 
the handling of bedpans and secretions are imperative. 
Nurses and attendants must wear rubber gloves for pro- 
tection. 

Prophylactic vaccination either by the subcutaneous or 
oral route is not warranted by the evidence at hand. It 
need hardly be emphasized that sanitation is the backbone 
of the control measures against dysentery. Many com- 
munities, particularly in the rural areas, are still negli- 
gent in their disposal of human waste. Little effort has 
been or will be made to limit fly-breeding, or to decrease 
contamination by flies, as the war, progresses. Dysentery 
still costs thousands of lives, incapacitates other thou- 
sands for a life time, and is a major factor in temporary 
disablement with all its consequences on the morale of 
the people. The dysentery problem dismissed by the in- 
adequately informed physician, with the vague and 
meaningless diagnostic term “summer diarrhea” or “in- 
testinal flu,” requires energetic action both by the medi- 
cal profession and the public health agency of a com- 
munity. The time may not be far off when the systema- 
tic culturing of population groups in search for carriers 
and their treatment with sulfa drugs will become an im- 
portant protective measure. The laboratory tools and 
therapeutic agents: are available; why not use them! ! 


FOOD POISONING 


(a), Staphylococcal Food Poisoning: 

Even a casual perusal of the daily press furnishes such 
headlines: “47 workers stricken by food poisoning”; “4, 
made sick by tainted food, recovering.” Certain lapses 
in community or, more” specifically, in «kitchen and 
cafeteria sanitation are constantly taking place. Indeed, 
the margin of security against. food intoxication and in- 
fection is strained to the danger point. As wartime con- 
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ditions progress to engulf the continent, the problem of 
food poisoning is likely to assume greater importance. 
The commonest and, unfortunately in some respects, the 
least controllable form is due to the staphylococci which 
produce enterotoxin. Its actual incidence is unknown, 
since only outbreaks involving fairly large groups of 
people are likely to be reported. The rather ubiquitous 
distribution of staphylococci, and the great variety of 
articles of food which may be polluted with these organ- 
isms through milk, fingers, droplets or flies make this 
form of food poisoning rather inevitable. 


The symptoms are monotonously uniform. Within 45 
minutes to 4 hours a feeling of nausea and severe ab- 
dominal cramps are followed by vomiting, which is severe 
and continues for hours at intervals of from 10 to 20 
minutes. As many as 20 to 30 spells have been observed. 
Diarrhea, 1 to 7 liquid stools, beginning with vomiting 
or several hours after the onset, follows. Sensation of 
chilliness, pallor, cold sweats and profound prostration 
with rapid, occasionally thready-pulse, accompany the 
picture of shock. Muscular cramping, usually in the 
flexors of the legs, may be present. These acute symp- 
toms may last for 1 to 10 hours; but, on account of the 
prostration, recovery may be delayed for from 1 to 2 
days, to 1 week. In these instances a rise in temperature 
to 38.5° C. may be recorded. Despite the fact that the 
symptoms are sometimes very grave and alarming, the 
mortality rate from staphylococcus food poisoning is 
certainly very low. ; 

The treatment must be primarily directed towards the 
relief of acute symptoms of shock. The patient should 
be kept warm and, if possible, put to bed. To relieve the 
pain, morphine may be required. In mass. intoxications, 
the problem of adequate nursing of the desperately ill 
patients during the acute phase of the attack requires 
considerable ingenuity. In any event, the sufferer should 
not attempt or be permitted to walk, since minor exer- 
tion may lead to collapse. The symptoms of shock are 
due to loss of body fluids, and should be treated by giv- 
ing salt solution parenterally. 

The prevention of staphylococcic food poisoning offers 
many difficulties, since the public still believes that any 
food which smells and tastes normally is safe for eating. 
Many outbreaks are on record in which the laboratory 
examinations of the incriminated food yielded a powerful 
enterotoxin producing violent illness in volunteers, and 
yet the product had no abnormal odor or taste.. Pasteur- 
ization reduces the hazard from endogenous staphylo- 
coccal infection of milk. On the other hand, exogenous 
contamination of food may be reduced by scrupulous 
sanitation in bakeries, sandwich counters, railway dining 
cars, and community feeding centers in war plants. It 
is absolutely imperative that the management of these 
important institutions inform the food handlers of educa- 
tional propaganda campaigns concerning staphylococcal 
food poisoning and its prophylaxis. Health departments 
should insist upon refrigeration of all foods liable to 
this form of poisoning, require the reheating of custard- 
filled puffs, éclairs and cream layer pies, prohibit the 
display of pastries in shop windows, the holding of cream 
sauces and rapidly-cured hams on steam tables, etc. 
During summer months, the sale of pastries without ade- 
quate refrigeration should be restricted. The passing of 
ordinances is not enough; a campaign to educate all the 
less-enlightened, recently appointed: food handlers, and 
the consuming public with regard to this form of food 
poisoning must be waged relentlessly. 

(b) Botulism: 

In anticipation that the preserving, particularly the 
home-canning of meats, and vegetables and fruits raised 
in the Victory Gardens will inevitably increase the in- 
cidence of botulism, i.e.," home economics teachers and 
nutritionists in codperation with the Health Department 
and the American Red Cross and other voluntary 
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agencies have undertaken the instruction of the public at 
preventing these tragic deaths. Three principles are 
being stressed: (1) Nonacid foods, in particular such 
products as string beans, corn, asparagus, meats and fish, 
must be processed in pressure cookers in accordance with 
instructions outlined in the pamphlet on “Home Canning” 
by Hilda Faust (obtainable free from the Extension 
Service, College of Agriculture, University of Califor- 
nia, Berkeley, California). (2) All nonacid home-canned 
foods should be thoroughly boiled for at least 15 minutes 
before being served. (3) Any product which emanates 
an abnormal odor suggestive of spoilage should be treated 
with lye and discarded; it should not be fed to chickens 
or hogs. Additional instructions aim at preventing 
elaboration of the toxin of Cl. botulinum by acidification, 
by curing with salt or by dehydration. Emphasis is 
placed on the well-known fact that the spores of Cl. 
botulinum may be found any time and anywhere in the 
soil, dirt, dust and grit adherent to vegetables and fruits. 
How effective this propaganda has been, the events dur- 
ing the coming winter months will disclose. During the 
first 8 months of 1943, the California State Department 
of Health records 7 cases of botulism, with § deaths. 
Such foods as tomatoes, mushrooms, figs and beet tops 
preserved by the water bath or cold pack method have 
been involved. In New Mexico canned pumpkin, and in 
Oregon asparagus have caused intoxications in 1943. 
Even if it be assumed that all cases of botulism have 
been reported, an annual average of between 8 to 15 out- 
breaks, and between 10 to 20 fatal cases, may be antici- 
pated. 

Physicians should remember that a botulinus intoxica- 
tion may initially manifest itself in two forms, viz: (1) 
Sufferers with initial gastro-intestinal disturbance (nausea, 
vomiting and diarrhea) followed by typical botulism 
symptoms. (2) Patients in which typical botulism symp- 
toms are first to present themselves. The earliest symp- 
toms, which usually develop 12 to 36 hours after the in- 
gestion of the spoiled poisonous food, are a peculiar 
lassitude and fatigue, associated with dizziness and head- 
ache, disturbances of vision, diplopia, difficulty in swal- 
lowing are the first signs of serious intoxications. The 
temperature is usually subnormal and the pulse, slow at 
first, becomes rapid (100 to 150 per minute). When a 
number of persons, who ate the same meal, complain of 
disturbances of vision, or when some patients remember 
having eaten food which tasted abnormal, or when, on a 
farm, the chickens are dying with “limber neck,” the 
diagnosis is relatively easy. But when a single person is 
ill, the differential diagnosis between encephalitis, bulbar 
paralysis, methyl alcohol poisoning, or even mussel 
poisoning is difficult. The demonstration of the botulinus 
toxin in the blood of the patients, by injecting guinea 
pigs and mice with 1 to 2 c.c. of whole-blood or serum, 
may be valuable. Occasionally, the examination of the 
vomitus or stomach content may assist in the diagnosis. 
Remnants of the suspected food, when available, should 
always be examined for the specific toxin by an ade- 
quately equipped laboratory. 


The prognosis in botulism is always grave, since the 
case fatality rate is exceedingly high, 60 to 80 per cent; 
in some outbreaks 100 per cent. Once the typical symp- 
toms have appeared, the chances of recovery are very 
small, in spite of any treatment. Although no definite 
conclusions relative to the value of specific antitoxic 
therapy are as yet available, recent evidence suggests that 
the early administration of specific antiserum in large 
doses—50 000 units within the first 12 hours after the in- 
toxication has been diagnosed—may save lives. The first 
administration should be made intravenously, and the 
serum diluted liberally in 5 to 15 per cent glucose solu- 
tion (1 to 2 liters). Subsequent serum injections (50,000 
units) may be made intramuscularly. The bivalent serum; 


“FILTH” DISEASES 


253 


which contains Type A and B antitoxin (5,000 units 
each), is available through the Lederle Laboratories, Inc. 
(San Francisco, 274 Brannan Street or Los Angeles, 
643 South Olive Street), or Jen-Sal Laboratories, Inc. 
(1264 W. 2nd Street, Los Angeles, California). The 
Lederle antitoxin for humans, with 10,000 units Type A 
and B mixed, is sold at $9.60 per vial, while the Jen-Sal 
preparation, also Type A and B mixed, contains only 
5,000 units and costs correspondingly less ($4.45 per 
vial). The patients must be tested for sensitiveness to 
horse serum before the injections are made. Members of 
a group who have participated at the same meal, al- 
though free from suggestive symptoms, and frequently 
denying the eating of the same food which is causing 
botulism in the participants of the dinner or luncheon 
party, should be given 2,500 units of the bivalent anti- 
toxin. With the onset of visual disturbances, they should 
be treated intensively according to the scheme outlined 
above. The patients must be protected from fatigue and 
undue external stimulation. Feeding should be done with 
the help of a fine Levin tube through the nose. High 
soap enemas or solutions of the posterior pituitary may 
be tried to relieve the constipation. The sticky, ropy 
mucous that collects in the throat may best be relieved by 
aspiration. 

Cases, or suspected cases of botulism, must be reported 
at once to the Departments of Public Health. A relent- 
less educational campaign, teaching every consumer that 
nonacid foods, home-canned by boiling water or oven 
process must be thoroughly boiled before they are served, 
should ultimately reduce botulism to a very rare disease. 
Finally, physicians and health officials will find a great 
deal of valuable information in the recent Monograph on 
“Food Poisoning,” by G. M. Dack (University of Chi- 
cago Press). 


BRUCELLOSIS 


Where Brucella infections are prevalent in the do- 
mesticated animals—cattle, hogs and goats—brucellosis, 
as a disease of man, may be encountered. Although not 
a filth disease in the true sense of the word, brucellosis 
is intimately related to a lack of food sanitation and 


proper herd management. Until pasteurization of milk 
or cream is universally and adequately enforced, or until 
the animal husbandman gradually eradicates Bang’s dis- 
ease from the dairy herd by vaccination instead of re- 
sorting to the expensive and ineffective system of segre- 
gating infected from noninfected cattle, the morbidity 
rate of human brucellosis from 3 to 6 per 100,000 in the 
United States will continue to be a plague for many an 
innocent person. In the dairy States, Brucella abortus is 
the chief cause of undulant fever, while in the hog rais- 
ing States as, for example, Iowa, and the slaughter 
houses where swine are butchered, the chief source of 
infection is the Brucella suis. In the Southwest, contact 
infections, through the handling of afterbirth of goats 
infected with Br. melitensis, is responsible for seasonal 
brucellosis in herdsmen. Milk-borne infections with Br. 
melitensis are relatively rare. When cattle associate with 
hogs, they may become infected with Br. suis, which is 
more virulent than the bovine strain, and causes milk- 
borne outbreak of suis human brucellosis. 

Since man is merely an accidental and probably an 
aberrant host for the Brucella organism, the severity of 
infection appears in a spectrum-like scale of gradations. 
Inapparent or subclinical infections are unquestionably 
common throughout the population. The epidemiological 
examination of occupational groups—packing-house em- 
ployees, veterinarians, etc——has amply proven that some- 
times as many as 50 to 70 per cent of the individuals 
of a group had experienced an infection with Brucellas. 
With a few exceptions, these cases go unrecognized; but 
in some the infections, instead of-being disposed of by 
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the immunity mechanism of the individual, the micro- 
organisms persist and may give rise to a chronic illness. 
The diagnosis of chronic brucellosis is exceedingly diffi- 
cult, and requires the judicious, cautious and intelligent 
interpretation of laboratory tests. To stigmatize a pa- 
tient with low-grade fever persisting for weeks and 
months, weakness, prolonged malaise and mental depres- 
sion bordering on neurasthenia as brucellosis, because a 
positive skin test has been elicited, is frequently subject 
to serious doubts. Since chronic brucellosis develops in 
certain constitutional types with a labile nervous system, 
the mere intimation that he or she is the victim of 
chronic brucellosis greatly intensifies the invalidism of 
the patients. In proven chronicity of Brucella infection 
on account of its long duration, the care and treatment 
always offer many unsurmountable problems. Patients 
suffering from chronic brucellosis must be encouraged to 
work in order to avoid morbid introspection. Instead of 
subjecting them to all kinds of bizarre biological therapy, 
they should be so treated that their immunity mechanism 
becomes enhanced. Clinical experience suggests that this 
is accomplished by a combination of rest and regulated 
exercise, which promotes good physiological tone. Not 
infrequently, a change of environment to a high altitude 
has proven beneficial. Bed rest is essential only during 
extreme malaise and febrile periods. Liver injections 
may be useful. There is no specific treatment; in fact, 
the injection of vaccines or other bacterial preparations 
may do more harm than good. The consumption of milk 
or dairy products, which may contain Brucella proteins, 
should be avoided. Many of the symptoms of chronic 
brucellosis are attributable to a state of allergy, and con- 
sequently the intake or exposure to Brucella proteins is 
frequently responsible for the bout-like febrile recrudes- 
cences. The treatment of chronic brucellosis requires 
mature wisdom, judgment and individualization, and not 
irresponsible borderline quackery. 

With the aid of such laboratory tests as blood cultures, 
agglutination and complement fixation tests, supplemented 
when necessary by the phagocytic or opsonocytophagic 
index test, the suspicion that a patient with fatigue, irri- 
tability, malaise, fever and chills, drenching night sweats, 
a temperature up to 103 or 105° F., loss of weight, sec- 
ondary anemia, and essentially-negative physical findings 
over several weeks is a case of acute brucellosis is 
usually proven. Likewise, when localizations of the in- 
fection in the genital tract (prostatitis, epididymis) or 
gallbladder (cholecystitis) or meninges, and eyes or 
joints and bones (periarthritis, bursitis, spondylitis) make 
their appearance, the laboratory offers invaluable aids. 
Probably, in no disease is the codperation between the 
clinical pathologist and the physician as important as in 
brucellosis. In the light of the available knowledge, it is 
imperative that no intracutaneous tests should be carried 
out before all the other tests have been carefully and re- 
peatedly made by means of repeated blood cultures and 
serum tests. All skin test reagents stimulate agglutinins 
and complement fixing antibodies. Every physician should 
remember that the clinical significance of the intra- 
cutaneous “Brucellin” or “Abortin” test is comparable to 
that of the tuberculin test in the diagnosis of tubercu- 
losis. A positive test merely denotes that the patient 
has been sensitized at some time by contact with the 
Brucella. Since the positive reaction persists for years, 
and possibly for a life time, the value of the reaction is 
decidedly limited. Many persons suffering from other 
diseases than brucellosis may give a positive “brucellin 
test.” 

The prognosis in brucellosis is favorable; at least in 
the United States the death rate is only about 1 per cent 
of the recognized cases. However, relapses are common 
in the cases with mild symptoms. Unfortunately, no spe- 
cific treatment is known. One comforting fact, how- 
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ever, stands out regardless of the type of therapy: most 
patients, with very few exceptions, eventually recover. 
Proper symptomatic treatment makes the patient com- 
fortable, and shortens the course of the disease. Con- 
valescent human blood or lyzed vaccines (typhoid or 
Brucella) or other foreign protein as shock reagents 
may successfully be employed on intravenous injection. 
The prompt subsidence of symptoms in many cases cer- 
tainly warrants the use of shock therapy, provided the 
patients have been properly prepared for this type of 
treatment.’ Experience has shown that patients with a 
leucopenia respond poorly to shock therapy. It is advis- 
able to stimulate leukopoiesis by means of parenteral 
injection of liver extracts, forced and proper nutrition. 
Numerous drugs have been recommended and certain ob- 
servers have lauded the sulfa drugs. There is suggestive 
evidence that acute cases of undulant fever with bac- 
teremia may be cured when treated with sulfadiazine 
(one gram every 4 hours for 10 to 14 days). In com- 
bination with fever therapy, occasionally a subacute in- 
fection may be favorably terminated. It is not unlikely 
that chemotherapy is only effective when exacerbation 
with demonstrable bacteremia occur. Patients may re- 
spond to the first course of treatment, but rarely benefit 
from the second. The search for better treatment of 
brucellosis is just as important as the improvement of 
the diagnostic procedure, in order that the difficult prob- 
lem in diagnosis, due to the variable clinical course of 
undulant fever, may be overcome. Until this goal has 
been achieved, the prevention of brucellosis, public health 
education of farmers and dairymen to the dangers from 
infected animals, both with respect to themselves as well 
as their livestock, and of the public in general to the 
danger of consuming raw milk and other unpasteurized 
dairy products, remain paramount. 
U. C. Medical Center, Third and Parnassus. 


TUBERCULOSIS IN WAR TIME* 


SiwnEy J. Surpman, M. D. 
San Francisco 


NE of the important diseases whose increase is 
feared as a result of the present world-wide conflict 
is, of course, tuberculosis. An examination of statistical 
data reaching almost to the beginning of the last century 
seems to indicate that tuberculosis has always increased 
during periods of hardship and war and that this period 
has been followed by a rather rapid decline. Possibly be- 
cause infected individuals died more rapidly, the infection 
of others was therefore cut down temporarily as a result. 
Earlier statistics in tuberculosis, however, have been no- 
toriously misleading because of inaccuracy in diagnosis. 
During and shortly after World War I there was an 
almost universal rise in the tuberculosis death rate, fol- 
lowed by a fairly rapid decline which has continued in 
the United States until the present time. The influenza 
pandemic of 1918-1919, however, may have played a 
major part in influencing the trend during and after the 
war, and it is difficult to ascribe this peak solely to the 
effect of war unless one credits the war with the pandemic 
of influenza also. Fortunately for the United States, the 
tuberculosis death rate continues to decline even at pres- 
ent. The conditions which can make for an increase in 
the tuberculosis death rate are undoubtedly here, includ- 
ing longer working hours, crowded, unsanitary and other- 
wise unsatisfactory living conditions in many war produc- 
tion centers and a generally abnormal food supply, mak- 
ing difficult a perfectly satisfactory dietary régimé for 


*One of several papers in a symposium on “Com- 
municable Diseases.” Papers in the symposium have been 
collected by Dr. Edward B. Shaw, San ancisco. 
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those not adequately instructed. Nevertheless, perhaps 
due to the excellent and unremitting efforts of health de- 
partments, tuberculosis associations, medical men and 
social workers, these unfavorable factors have apparently 
failed to bring about a reversal of the long term down 
trend. It is true that complete data for the general popu- 
lation for 1942 are not yet available but preliminary fig- 
ures tend to support this observation. 


One might expect the large increase of women em- 
ployed in industry and the spread of colored workers 
throughout the country to exert an unfavorable influence 
upon the rate of infection and disease. Yet these groups 
also continue to show a decline in mortality. In contra- 
distinction to the United States, the figures from abroad 
show that the expected increase there has taken place. 
Naturally, we have no reliable data for enemy countries 
but England’s figures show a 10 per cent increase until 
recently, when there has been a little improvement. Even 
in America there are a few danger signals, however, 
which deserve attention. There appears to be some in- 
crease in tuberculosis morbidity among the early age 
groups and there is apparently some increase in military 
tuberculosis. These may be the first danger signals which 
point to a reversal. 


The following factors are of great importance and 
should be appreciated by general physicians: 


CASE FINDING 


The widespread use of miniature films of 4 by 5 
inches and 35 millimeters by the Army and Navy and 
Public Health Service, as well as by health departments 
and tuberculosis associations, has undoubtedly developed 
the most widespread and important case-finding program 
ever seen in the United States. The importance of these 
efforts lies in the fact that the incidence of re-infection 
tuberculosis in the presumably healthy adult male popu- 
lation is found to be between 1 and 1% per cent. About 
half of these cases are found to be active and in need 
of treatment. This differentiation, however, must be met 
by the family physician after the case has been dis- 
covered. 

The mechanism of reporting and registration is as 
follows: the miniature film is taken and the diagnosis 
made; the patient is reported to the health department 
and advised to see his physician, who will decide what 
sort of treatment is indicated, if any. Many of these 
patients will need no treatment except periodic x-ray and 
clinical observation. If the lesion remains stationary or 
retrogresses, no change in the mode of living may be in- 
dicated. On the other hand, the patient with a minimal 
lesion may be said to be undernourished. A régimé of.de- 
creased effort and proper food may make long bed rest 
unnecessary. Doubt as to the activity of the lesion may 
be resolved by serial observations while on a modified 
program of this sort. Usually advising a patient to go to 
bed immediately after dinner and asking him to remain 
in bed on week-ends will suffice to bring about an in- 
crease in resistance and control the early noninfectious 
lesion. In patients with a positive sputum, however, who 
are dangerous both to themselves and to the community 
at large, strict bed rest may be necessary and the ques- 
tion of sanatorium treatment must be considered. 


SANATORIA 


The great increase in public sanatoria in California 
has made it possible for almost everyone in need of 
sanatorium treatment to receive it regardless of his eco- 
nomic status. Patients whose homes are unsuitable for 
their care either because of the presence of children or 
for other reasons, and who are financially unable to enter 
a private sanatorium certainly should be urged to seek 
care from one of the excellent city or county institutions 
presently available. The widespread use of collapse 
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therapy in the modern so-called dynamic treatment of 
pulmonary tuberculosis makes this highly desirable. 


SURGERY 


The increasing importance of conservation surgical 
procedures, especially thoracoplasty, in the rapid rehabili- 
tation of tuberculous individuals is now generally appre- 
ciated. It is possible that surgery in the treatment of 
tuberculosis is somewhat over-emphasized at the moment, 
but in well selected and properly managed cases it un- 
doubtedly is of inestimable value in shortening the period 
of invalidism, in lessening the hardship incident to the 
disease as far as the family is concerned, and in lessening 
the cost of the cure both to the patient and to the com- 
munity. Since these procedures are usually undertaken 
only in centers devoted to the treatment of the tuber- 
culous, it is highly important for the physician treating 
this disease to know when such procedures may be in- 
dicated and to see that they are secured when advisable. 


THE IMPORTANCE OF CONTACTS 


The points previously stressed have led to the discovery 
of many collateral cases through the examination of con- 
tacts. This includes the x-ray examination of all those 
with whom the patient has been in intimate contact, espe- 
cially members of the family. It is now generally appre- 
ciated that there are two problems in treating the tuber- 
culous: (1) the cure of the inidvidual, and (2) the pre- 
vention of infection as far as the rest of the community 
is concerned. From the sociological standpoint the latter 
is, of course, the most important, and no family physi- 
cian, therefore, may be said to have done his duty unless 
he has provided for the proper examination of contacts 
once a case of tuberculosis has been called to his atten- 
tion. With infants the tuberculin test is enough With 
older children and adults, some form of x-ray examina- 
tion is indispensable. 


TREATMENT 


The actual treatment of the individual afflicted with 


tuberculosis in war time is, of course, no different than 


in any other period as far as the application of the gen- 
eral principles of rest, good food and fresh air and the 
appropriate use of collapse measures are concerned. It 
is admittedly difficult for tuberculous patients to reach 
that stage of mental relaxation which is so highly de- 
sirable, and it is hard to see how the emotional tensions 
of this period can fail to effect the tuberculous as well as 
everyone else. Adequate nutrition presents another serious 
problem. For years it has been customary to feed the 
tuberculous individual a liberal, well-balanced diet rather 
high in protein and sometimes extremely high in choles- 
terol, as for example eggs and cream. It certainly is 
advisable to give tuberculous patients a fairly high pro- 
tein diet and to see that at least a quart of milk daily is 
included in the diet. Where these cannot be obtained 
through normal sources I believe that the physician is 
justified in asking ration boards to make the diet ade- 
quate. It is well to remember the old dictum of Lawra- 
son Brown that patients who gain up to ten to twenty 
pounds above their normal weight seldom break down 
again. This certainly applies to patients below forty 
years of age. After forty it is probably inadvisable to 


allow patients to gain much more than their theoretic 
normal. 


ENFORCED ISOLATION 


Recalcitrant tuberculous patients have long constituted 

a serious public health problem which is intensified dur- 

ing war time because of the eagerness of employers to 

hire as many employees as possible, and the desire of the 

individual to make as much money as he can. Under these 

conditions it is not surprising that many patients leave 
(Concluded on Page 234) 
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Brig. Gen. Hillman Assumes Command of Letterman 
General Hospital, San Francisco 


Completing his work on his fifth anniversary as Chief 
of the Professional Service of the Office of the Surgeon 
General, Brigadier General Charles C. Hillman left 
Washington on August 7th to take up his new post on 
or about August 20, as the Commanding General of 
Letterman General Hospital in San Francisco. This in- 
stitution—containing 2,500 beds—has been designated as 
the principal debarkation hospital for casualties from 
the Pacific area. General Hillman will succeed Brig. 
General Frank W. Weed, who will soon retire. Major 
General Norman T. Kirk, Surgeon General, U. S. Army 
said today that “General Hillman’s assignment as the 
Commanding General of this important hospital on the 
West Coast illustrates the Army’s concern with the care 
of sick and wounded soldiers. It is of paramount im-: 
portance that such work be carried out under the direc- 
tion of a medical man of wide experience and sound 
judgment. He has ably directed our Professional Serv- 
ice, being mainly responsible for the initiation of the 
blood plasma program of the Army, resulting in saving 
the lives of thousands of American soldiers; under his 
direction was organized the chest x-ray examination of 
all Army inductees, with a lowering of the incidence of 
tuberculosis among military presonnel to less than one- 
tenth that in World War I.” “It is a happy coincidence,” 
he observed, “that the qualities of administrative ability 
and sound medical judgment are thus combined in one 
man.” 


General Hillman obtained his doctorate of medicine 
from Rush Medical College in 1911 after graduating 
from the University of Arkansas. Following his ‘intern- 
ship in the Cook County Hospital he entered the Army 
Medical Corps in 1912, His assignments have been 
largely professional in character in important medical 
centers of the Army. His service has included several 
years at tropical stations during the years of peace and 
inspection of medical services in overseas theaters in the 
current emergency. 


Navy to Spend $1,500,000 Improving Two California 
Hospitals 
Banning and Beaumont Institutions Opened to Begin 
Receiving Battle Zone Casualties 


Scheduled improvements amounting to nearly $1,500,- 
000 will be rushed to completion at the Navy’s new con- 
valescent hospitals here and at Beaumont, the Navy re- 
cently disclosed. 


The hospital sites, taken over from the Army a few 
weeks ago, will house nearly 2,400 Navy, Coast Guard 
and Marine Corps battle veterans, principally from the 
South and Central Pacific combat zones. A corps of 
nearly 900, including 60 officers, 100 Navy nurses, 575 
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hospital corpsmen and more than 160 civilian workers, 
will staff the two hospitals, which are just six miles 
apart. 

Breakdown on expenditures planned for the Banning 
Hospital involves $485,000 for alterations and repairs, in 
addition to $320,000 for new construction. This figure 
includes a large swimming pool, an important part of 
the establishment recreation setup. 

Proportionate amounts will be expended ‘for altera- 
tions, repairs and equipment at the Beaumont Hospital, 
as both plants were constructed by the Army for tem- 
porary training use and must be improved extensively. 

Rear-Adm. George C .Thomas (M.C.), U.S.N., 11th 
Naval District medical officer, spoke at both of the com- 
missioning ceremonies. 


“This hospital, as one of many, is endeavoring to re- 
store to good health these Navy veterans so they may 
return either to active duty or to civilian life,” Capt. 
W. H. Short, U.S.N., said. He pointed out that patients 
treated at Banning will be those recovering from respira- 
tory ailments, sinus infections and arthritic conditions, 
‘because of the ideal, dry climate which prevails in the 
area. 


Estimated Principal Causes for Rejection of ° 
Registrants 18-37 Years of Age in 
Class IV-F, as of May 1, 1944 
(Preliminary) 


Principal Cause for Rejection Number 


TOC) Syed areca s Spies aves 4,049,000 
Manifestly disqualifying defects....... 425,700 
Mental disease 
Mental deficiency* 

Physical defects 
Musculoskeletal 
Syphilis 
Cardiovascular 
Hernia 
Neurologic 
Eyes 
Ears 
Tuberculosis 
Lungs 
Underweight and overweight 
Feet 
Abdominal viscera 
Kidney and urinary 
Varicose veins 
Genitalia 
Endocrine 


Neoplasms 

Nose 

Gonorrhea and other venereal diseases 

Hemorrhoids 

Mouth and gums 

Infectious and parasitic 

Throat 

Blood: and blood forming 

Other medical defects................ 
Nonmedical defects 


*Includes registrants rejected for educational deficiency 
before June 1, 1943, and for failure to meet minimum in- 
telligence standards after that date, as well as those re- 
jected for mental deficiency. 


—Journal of the American Medical Association. 


Blood Saves Lives 


At a time when the run on the American Red Cross 
blood bank is reaching its highest point on the critical 
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battlefields, there is a slackening tendency in blood con- 
tributions in all parts of the country. 

This should NOT happen. 

If this slackening tendency continues, it will cost 
American lives. 

Surgeon Gen. Normal T. Kirk of the United States 
Army most urgently reminds the American people that 
the blood plasma quota has been stepped UP, not down; 
that there is a minimum demand of 106,000 pints of blood 
a week for the armed forces. 

This is an obligation of the entire American people, 
and it cannot be defaulted. 


Casualties Are Near a Half Milion 


Washington, Oct. 19 (U.P.)—American war casualties 
neared the half-million mark today with announcement 
by the War and Navy Departments of new figures which 
brought the overall total to 453,375, of which 102,609— 
or about 25 per cent of all casualties—are listed as killed 
or died of wounds. 

Total Army casualties in all theaters through October 
6 were 384,895—75,562 killed or died of wounds, 208,392 
wounded, 48,404 missing and 52,537 captured and in- 
terned. This total represented an increase of 33,602 over 
figures announced a fortnight ago, an increase ascribed 
in part to a. revised and improved statistical system 
which permitted more up-to-date reports. 

Announced Navy casualties as of today (Navy, Coast 
Guard and Marines) were listed as 68,480, including 
27,047 died, 27,367 wounded, 9,586 missing and 4,480 
prisoners. 

The War Department also announced that Army 
casualties in France, Germany and the low countries 
from D-day through October 3 totaled 174,780, not in- 
cluding air forces casualties. The total figure included 
29,842 kliled, 130,227 wounded and 14,711 missing —San 
Francisco Chronicle, October 20. 


Military Clippings—Some news items of a military 
nature from the daily press follow: 
Sacramento Hospital Unit Is Aiding Reconquest of France 


The Sacramento evacuation hospital unit, composed 
mainly of Sacramento doctors and nurses, recently cele- 
brated its second birthday with active participation in the 
invasion and conquest of southern France. 

Dr. E. T. Rulison of Sacramento revealed he has re- 
ceived several cables from members of the group report- 
ing their progress through southern France where they 
operate a 700 bed hospital tnder field tents. 

The unit, known in the army as the 51st Evacuation 
Hospital, is composed of 40 doctors, 40 nurses and 500 
enlisted personnel and was organized by Lieutenant 
Colonel Orrin S. Cook, veteran of World War I and 
former president of the Sacramento Chamber of Com- 
merce. 

Surgeon in chief is Lieutenant Colonel Donald McNeil, 
a former orthopedic surgeon. 

Organization of the unit was begun shortly after Pearl 
Harbor by Colonel Cook. The members were trained in 
Fort Lewis, Wash., under their commander, Colonel H. A. 
Weller of the regular army. 

In January, 1943, the unit was transferred to Needles, 
where they received training under desert conditions until 
July. The unit moved in July, 1943, to Banning, near 
Riverside, where it operated as a general hospital until 
November. 

The final stop before embarkation was in Camp Cooke 
at Santa Maria where they stayed from November, 1943, 
until January, 1944. 

Overseas the evacuation hespital was stationed in 
North Africa, near Oran, for three months. 

In March the unit was transferred to Italy where the 
personnel worked as a general hospital near Naples until 
the invasion of southern France. 

The unit is attached to the army of Lieutenant Gen- 
eral Alexander M. Patch, Jr. 


Syphilis and its cure by injunction was described by 
Luis Lobera d’Avila, who lived about 1551, and was 
physician in ordinary to Charles V. 
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COMMITTEE ON INDUSTRIAL 
PRACTICE 


Re: California Industrial Accident Commission 
Surcharge 

Physicians who have experienced difficulty in securing 
payment in full (including the 15 per cent surcharge) 
for compensation cases from certain insurance companies 
will be glad to learn that at least one of the recalcitrant 
companies has apparently changed its tactics and is now 
allowing the surcharge item. 

Letters sent to the C.M.A. by several members show 
that where the physician has declined to accept the com- 
pany’s check—with the 15 per cent deducted—and has 
returned the check with a demand for payment in full, 
this company has responded by tendering a check in full 
payment of the statement, including the surcharge. 

This experience bears out the wisdom of the physicians 
acting in unison and collecting these fees. It also em- 
phasizes the suggestion made by the C M.A. Commit- 
tee on Compensation Fees that all physicians should take 
a firm stand in demanding that all insurance carriers pay 
the 15 per cent surcharge ordered by the Industrial Acci- 
dent Commission. To date, four insurance companies 
have been reported as either refusing to pay the 15 per 
cent surcharge or demurring before paying it. Now, one 
of those four seems to have reversed its tactics; at least, 
it is paying the surcharge where it is demanded by the 
physician. 

The C.M.A. office is interested in receiving further 
letters along this line. It is prepared, in turn, to assist 
any member in filing a protest and a disputed fee state- 
ment with the California Industrial Accident Commission 
if such a procedure is necessary. Again, it is urged that 
all physicians act together for the good of the common 
cause. Back up the Industrial Accident Commission and 
the C.MA., and more adequate and fair fees for 
compensation work are bound to result. 


California State Compensation Fund 
Large Refunds of Premiums to Policyholders 

Paul Scharrenberg, Director of Industrial Relations, 
has announced that on October 2, 1944, in accordance 
with the provisions of the Workmen’s Compensation 
Act, the State Compensation Insurance Fund will be- 
gin its annual refund to California employers, return- 
ing the excess premiums. ¢ollected during 1943. The 
Fund operates on the basis of furnishing insurance to 
employers at cost. After the payment of full compensa- 
tion and medical benefits to injured workmen and mak- 
ing provision for claims reserves and a reasonable sur- 
plus for catastrophe hazards, the remaining surplus 
premiums are returned to the policyholders. The total 
sum to be refunded this year will exceed $5,000,000, 
the largest amount for any year since the Fund was 
established in 1914. 

Mr. Scharrenberg, who is also Chairman of the In- 
dustrial Accident Commission, the Fund’s Board of 
Directors, stated further, “A favorable accident experi- 
ence resulted from an effective program of safety engi- 
neering and public safety education. In combination 
with low operating cost and the largest premium vol- 
ume of any compensation carrier in California the 
Fund is in a position to continue. 


Insurance Law on Workmen Under Fire 
Los Angeles (A.P.)—A State Assembly committee 
hearing, announced as a preliminary to a possible com- 
plete revamping of the California Workmen’s Com- 
pensation Act, was opened here yesterday. 
In an opening statement, Assemblyman Albert M. 
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King of Oroville said the Act was adopted at a time 
when there were only 900 claims a year for benefits to 
injured workmen. 

He said the law has now become outmoded and inade- 
quate to cover conditions under which the State Indus- 
trial Accident Commission is now required to settle 
20,000 claims a year. 

Hartley Peart, legal counsel for the California Med- 
ical Association, testified that medical fees for treat- 
ment of industrial cases are too low at the present time. 

Assemblymen Frank Waters, Los Angeles, and Clyde 
A. Waters, Orange, are other members of the committee. 
—Sacramento Union, October 4. 


COMMITTEE ON POSTGRADUATE 
ACTIVITIES 


War-Time Graduate Medical Meetings 


While the War-Time Graduate Medical Meetings have 
continued to carry on their important function, we are 
approaching a period in which renewed effort is im- 
portant. With the increase in the duties of the medical 
personnel of our Army and Navy hospitals in the United 
States and the necessary reduction of the number of 
physicians at the representative units, comes increased 
difficulties in arranging for meetings, Every effort should 
be made to enlist the codperation of civilian physicians 
to the end that these meetings may be taken to the 
military and navy units rather than ask service men to 
leave their posts for any length of time. At all events, 
the need for this type of meeting is more acute than 
ever and we cannot relax our efforts in this direction. 


The regional directors are urged to inform the Central 
Committee of the status in their respective areas. Prompt 
and early information concerning future programs will 
facilitate publicity and act as a stimulant to other 
regions. 


Regional activities follow: 
* ok * 


Region No. 28 (Nevada, Northern California)—Dr. S. 
R. Mettier, Chairman; Dr. E. H. Falconer, Dr. D. N. 
Richards. 

A War-Time Graduate Medical Meeting was conducted 
at the DeWitt General Hospital on September 13. Dr. 
Howard C. Naffziger lectured on “Peripheral Nerve Le- 
sions and Their Treatment” and also held a clinic cen- 
tered around several patients at the hospital. Dr. H. 
Glenn Bell discussed “Early Ambulation of Post-operative 
Patients” on the same program. Approximately eighty 
physicians attended this meeting, which was very well 
received. 


Region No. 24 (Southern California)—-Dr. W. A. Morri- 
son, Dr. J. F. Churchill, Captain H. P. Schenck. 


U. 8S. Naval Hospital, Santa Margarita Rnach, Ocean- 
side, California: 

October 16—Audio-Visual-Kinesthetic Methods in the 
Rehabilitation of the War Deafened—Lucelia M. Moore. 

The September program at this installation was con- 
ducted by Dr. Carl W. Rand, who spoke on ‘“‘War Wounds 
of the Head: Comparison of Methods Used in World 
War I with Present Methods.” 


U. 8S. Naval Hospital, Long Beach, California.—October 
21—Some Aspects of the Treatment of Peptic Ulcer—Dr. 
William C. Boeck. 

On August 31 a meeting was held at the U. S. Naval 
Hospital, San Diego, featuring a paper by Dr. Sterling 
Bunnell on ‘Lesions of the Hand.” The second program 
in the fall series at this installation took place on Sep- 
tember 14, at which time Captain J. P. Owen spoke on 
“Amputations and Prosthetic Appliances.” Motion pictures 
were also exhibited. 


Heart Committee of San Francisco Tuberculosis 
Association 


A form of typhus infection hitherto known only in 
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Japan and in the South Pacific—and for which there is 
no known successful treatment—is being encountered in 
the Pacific fighting zones by American soldiers, Lieuten- 
ant Maurice Sokolow of the U. S. Naval Hospital, Oak- 
land, told a conference of western physicians on Oc- 
tober 26. 


The Navy doctor’s paper was one of a series read at 
the first session of the fifteenth annual postgraduate 
symposium on heart disease sponsored by the heart com- 
mittee of the San Francisco Tuberculosis Association, 
at the University of California Hospital. 


He said the disease, called “scrub typhus,” is trans- 
mitted by small insects, is of lengthy duration and 
weakens the heart. 


Dr. Maxwell M. Wintrobe, professor of medicine at 
the University of Utah, told the hundreds of assembled 
physicians that illnesses diagnosed as heart ailments 
many times are actually only “by-products of anemia, and 
that relief can often be obtained by treating the anemia 
rather than the heart itself.” 


Dr. Wintrobe also discussed a strange heart ailment 
known as “sickle cell anemia.” which he said affects 
only Negroes, causes the red blood corpuscles to assume 
a curved or sickle shape, and produces heart symptoms 
like those in rheumatic fever. 


Dr. Henry Brainerd of San Francisco Hospital de- 
scribed another baffling heart difficulty, resulting from 
a streptococcus infection of the heart’s inner lining. 

He said doctors are working with sulfa drugs and 
penicillin to combat it, but that a successful treatment 
has not yet been devised. 


Dr. Leslie Bennett of the University of California 
medical faculty said certain heart cases whose predom- 
inant symptom is a swelling of the lower body, have 
been successsfully treated by elimination of salt from 
the diet. 


San Francisco Psychoanalytic Society 


The scientific program of the semi-annual meeting was 
held on Saturday and Sunday, October 28, 29, 1944, in 
the Ambassador Hotel, Los Angeles, California. 

Program follows: 

SATURDAY, OCTOBER 28, 1944 
Symposium 
SHORT PSYCHOTHERAPY 


“Experiences with Short Psychotherapy in Military 
Psychiatry.” 
Commander U. H. Helgesson (MC) USNR 


“The Practice of Short Psycholanalytic Psychotherapy” 
Dr Bernard Berliner 


“Theoretical Considerations of the Indications, Limitations 
and Technique of Short Psychotherapy.” 
Dr. Otto Fenichel and Dr. Ernst Simmel 


Discussion opened by Major William G. Barrett, M. C. 
SUNDAY, OCTOBER 29, 1944 
“The Possibilities and Limitations of Group 
Psychotherapy.” 
Dr. Emanuel Windholz 


“Vestigial Roots of Schizophrenia.” 
Dr. J. S. Kasanin- 


Discussion opened by 
Lt. Comdr. J. Clark Moloney, (MC) USNR 


American College of Surgeons Expands Graduate 
Training Program 
In expanding its program of Graduate Training in 
Surgery to assure adequate opportunities for advanced 
training in surgery, particularly for recent medical grad- 
uates when they return from service with the armed 
forces, the American College of Surgeons has enlarged 
its headquarters staff in Chicago... . 
Surveys of hospitals for Graduate Training in Surgery 
have been conducted since 1937 by the College. When 
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the war ends in Europe, in order to satisfy the demands 
of men whose training in surgery was interrupted by 
war service, together with those of current medical 
graduates, sufficient opportunities should be ready to 
offer approved training to men who wish to become 
surgeons, Dr. MacFachern declares, adding that a com- 
petent surgeon according to present day ideas requires 
a preparation of three or more years of systematic, 
supervised graduate training in general surgery or a 
surgical specialty, following a general internship and 
graduation from an acceptable medical school. 


Distinguished British Military Psychiatrist Will 
Deliver Salmon Lectures for 1944 

Brigadier General J. R. Rees, Consultant Psychiatrist 
to the British Army, delivered the Salmon Lectures for 
1944 at the Academy of Medicine, 2 East 103rd Street, 
in New York on three successive Friday evenings— 
November 20th, 21st and 22nd at 8:30 P.M. 

The Salmon Committee on Psychiatry and Mental 
Hygiene, appointed by the Council of the New York 
Academy of Music, annually invites an outstanding spe- 
cialist in the field of psychiatry, neurology, or applied 
sciences, who has made the greatest contribution to his 
specialty during the preceding year, to deliver the lec- 
ture series. 

Following these lectures at the Academy of Medicine 
in New York, Brigadier Rees is touring the country 
and will present condensations of the three Salmon Lec- 
tures. Among cities to be visited is Los Angeles, where 
on November 30th Brigadier General R. J. Rees will 
appear before the Los Angeles Academy of Medicine. 


Public Health School Formed in California 


Establishment of a school of public health in the Uni- 
versity of California was announced recently by Presi- 
dent Robert G. Sproul. This is the first school of public 
health on the West Coast and culminates nearly 15 years 
of effort by the Western Branch of the American Public 
Health Association and many other organizations that 
have been interested and helpful in establishing such a 
school. 

The new school was set up by the Board of Regents 
after the State Assembly passed a bill appropriating 
funds for the proposal. Dr. Walter H. Brown, chairman 
of the department of hygiene, has been appointed acting 
dean. 

Planned as a university-wide undertaking, using the 
rescurces of all campuses, the school is being organized 
as a coéperative enterprise. and involves the participation 
of other departments and schools, including medicine, 
medical research, education, nursing, home economics, 
and sanitary engineering. Courses and curricula are being 
planned both for graduates and undergraduates. Plans 
will be developed for the graduate training of health 
officers, epidemiologists, public health engineers, indus- 
trial hygienists and other specialists. 

The first official activities of the school are concerned 
with special training courses to meet war emergency 
course for sanitarians. 

The Coérdinator of Inter-American Affairs has made 
arrangements to send 15 students representing 12 Latin 
American countries to take a course to prepare them for 
public health education in their own countries ——Victor 
News. 


The first to suggest the extirpation of cancer by means 
of a preparation containing arsenic was Valescus de 
Taranta (ca. 1470-1490). He was the author of a 
treatise on the plague and “Philonium,” a work on medi- 
cine and surgery in seven books. 
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COMMITTEE ON PUBLIC POLICY 
AND LEGISLATION 


“Political” Medicine Hit 
Medical Group Head Scores U. S. Proposal 


“Political domination of medicine will result in the 
people’s getting third-rate, or fourth-rate, care—for 
under such domination, progress becomes stifled, ambi- 
tion is curtailed and less gifted individuals are attracted 
to the profession.” 

So Dr. Lewis A. Alesen, president of the Los Angeles 
County Medical Association, told the graduating class of 
the College of Medical Evangelists at a banquet in the 
Biltmore Hotel on September 1. 

Dr. Alesen, denouncing contemplated governmental 
legislation which would give control over some phases 
of medical and hospital practice to the Surgeon General 
of the United States, further declared: 

“The government apparently lacks understanding of 
the human individual, his reaction to responsibility and 
his degeneration under paternalism. 


CURB ON PROGRESS 


“If medicine is politically dominated, the profession 
would go ahead only in a hap-hazard, desultory fashion. 
Progress does not come through alleged security but 
rather through venturesomeness and _ willingness to 
chance in order to achieve something better.” 

Dr. Alesen cited 16 statewide and three partly state- 
wide plans, already in operation and developed by medi- 
cal societies, which provide prepaid medical care. Five 
other statewide plans offering similar, low-cost service 
are soon to be launched, he said. 


American Bar Association’s Report on Wagner- 
Murray-Dingell Bill (S.1161) 


The American Bar Association is limited to an ex- 
pression of opinion and judgment with respect to those 
fields which relate to the administration of justice and 
which directly affect the safeguards and protection of 
the rights and liberties of the citizens of this country. 
Under normal circumstances, therefore, it is not the func- 
tion of this Association to attempt to influence substan- 
tive legislation by the Congress of the United States. 
But when, under the pretext of the general welfare, 
legislation is proposed in Congress which either inad- 
vertently or with deliberate subtlety constitutes a direct 
attack on the rights and liberties of the citizens of this 
country, it becomes the duty of this Association actively 
to voice its objections, a summary of which is as follows: 

1. Local self-government must be preserved in our 
Federal system. State governments directly: responsible 
to the will of the people are best adapted to exercise 
such supervisory control as may be instituted over the 
health and medical care of our citizens. 

2. S. 1161 seeks to invest in the Surgeon General, who 
is not an elected servant of the people and who is not 
amenable to their will, the power arbitrarily to make 
rules and regulations having the force and effect of law 
which directly affect every home. 

3. The measure furnishes the instrumentality by which 
physicians for their practice, hospitals for their continued 
existence, and citizens for their health and that of their 
families can be made to serve the purposes of a Federal 
agency. 

4. The bill fails to safeguard the rights of patients, 
citizens, hospitals, or doctors with respect to disputes 
arising or rights denied through the arbitrary or ca- 
pricious action of one man. 

5. The bill fails to provide for any appeal to any court 
from the action of the Surgeon General. 

6. The vicious system whereby administrative officials 
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judge without court review the actions of their subordi- 
nates in carrying out orders issued to them is extended 
in this bill to a point foreign to our system of govern- 
ment and incompatible with the adequate protection of 
the liberties of the people. 

The Constitution of the United States is designed to 
protect the citizens of this republic in the exercise of 
the rights of free men. The provisions of that instru- 
ment can be rendered impotent, when our citizens, for 
the sake of an apparent immediate benefit, surrender to 
their government such direct control over their lives 
that government, by imposing a constant fear upon them 
of having those benefits withheld or withdrawn, can com- 
pel from them obedience and subservience to its dictates. 

If the socialized-medicine bill had been in effect in 
1942, the following would have resulted: 


Social Insurance Contributions 


(a) By employers and employees....7.168 Billion Dollars 
(b) By self-employed -917 Billion Dollars 


TOR i. Seta took sh cers 8.085 Billion Dollars 

(c) By state and local governments 

and employees .259 Billion Dollars 

NE gh wtcwéaie piven pAb be Seen 8.344 Billion Dollars 

Of the foregoing taxes there is required to be credited 
to the Medical Care and Hospitalization Account: 

MEO HEED Sv tvcieenwevucecs te reese ee 1.792 Billion Dollars 

3/7 Of Ch) Ond (6) .0. ccucscececvsss 4647 Bilon Dollars 


MOE a5: 5-e hie Oe Se es Oo ed 2.339 Billion Dollars 
We come now to the number of people covered by ‘the 
scheme: 
Total employed in industry 
Total employed by state and local govern- 
ments 
Total employed under Railroad Retirement 
Act 
Total self-employed 


44.9 Million 
3.3 Million 


1.4 Million 
10.8 Million 


Total Covered 60.4 Million 
If every individual worker is covered by this act (as 
it appears he may be if his earnings are at a prescribed 
minimum), coverage must include practically all families 
in the United States. So with virtually complete family 
coverage by the act, there would be few or no patients 
left for physicians who prefer private practice to becom- 
ing a part of the socialized-medicine scheme.—The 
Christian Science Monitor. 


Insurance on Health Asked 


Congress will be asked when it reconvenes in Novem- 
ber to approve a federally-financed compulsory health 
insurance program for the nation’s needy. 

Representative Miller (R.-Neb.) disclosed that the 
measure is drafted and ready for presentation to Con- 
gress, bearing the endorsement of Arthur J. Altmeyer, 
social security board chairman. 

Miller’s bill would cost the Federal Government an 
approximate fifteen million dollars—or 3 per cent of the 
estimated half billion dollars now granted states for 
medical care of the aged. 

“People receiving old age asssitance are not getting 
adequate medical care,” Miller contended. “There is 
considerable red tape in showing they need it and three 
to ten dollars provided usually is spent for food and 
clothing. 

“Money paid now for medical aid, if slightly supple- 
mented by the Government, would buy a good insurance 
policy for medical, surgical and hospital care.” 

Miller said he plans to broaden the bill to assure the 
post-war unemployed as well as the aged medical care 
by doctors of their choice. 


Magnus Hundt (1449-1519) studied philosophy, medi- 


cine and theology at Leipzic. In his principal work, 
“Nuetzlich Regiment,” published in 1509, there are ref- 
ences to syphilis and the sweating sickness. 
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COMMITTEE ON HEALTH AND 
PUBLIC INSTRUCTION 


Labor Organizations and Medical Care 

Following are excerpts from the “News Letter’ of 
Northern California Union Health Committee, 57 Post 
Street, San Francisco (4), of date of October 25, 1944 
(Vol. 1, No. 9). These items from the 12 page “News 
Letter” reflect the present and active interest shown by 
Labor organizations in medical and hospitalization serv- 
ice and other activities related to the existing system of 
medical practice: 

Statistics.—It isn’t often that statistics rouse more 
than passing interest, but not so with those released to 
the Committee by Miss Leona True, Director of the TB 
Division of the San Francisco Department of Public 
Health. 


A total of 3,650 waterfront workers were tested in 
the month’s survey, about which so much interest was 
displayed on the part of union members. Out of this 
large total, there were a remarkably small number of 
positive Tb findings, the percentage less than half the na- 
tional average, proving our longshoremen to be a healthy 
crew in this respect. The Public Health nurses have 
followed up most of the positives: two men have been 
hospitalized, others are being observed by their doctors. 
Miss True told the Union Health Committee that she 
was much impressed by the union sponsorship of the sur- 
vey and considered it to have been fine health education 
and a good use of public health facilities. . . . 


Public Health Nurses Join Trade Union.—A ma- 
jority of the public health nurses employed by the San 
Francisco City Health Department are now organized. 
Through the efforts of business agent Steve Hamilton, 
they form the Nurses’ Section of SCMWA, Local 503, 
CIO. The unit was formed in September and recently 
held its first membership meeting at which they were ad- 
dressed by NCUHC Executive Secretary Marianna 
Packard. A mutual interest in close codperation with the 
Union Health Committee was expressed, and it is ex- 
pected that a union health committee will be formed 
within the section to make that codperation effective. 

Officers of the union are Doris Robinson, chairman, 
Mary Coyne, vice-chairman, Noelle Anderson, recording 
secretary, Marie Margot, sergeant-at-arms, CIO Council 
delegate, Mary Kern, with an executive committee com- 
posed of Margot Dieser, Rachel Sohl, and Helen Wilson. 

Members of the union tell us that their first aims are 
naturally adjustments of wages, improved working con- 
ditions, matters of retirement provisions and vacations, 
and so on. A long term program is being worked out, 
to include such activities as an educational campaign 
to acquaint the public (and labor) with the duties and 
responsibilities of public health nurses. From the union 
itself will come increased impetus for the maintenance 
of high nursing standards, according to union spokes- 
women. . 

Permanente Hospital Staff Activities—Leif Thorne- 
Thomsen, labor representative on the staff of Permanente 
Hospital, tells the Committee that attendance at the 
classes being given at the East Bay Labor School by 
Permanente doctors is on the increase. 

Dr. C. C. Cutting, of the staff, will lecture October 
23 at 8 p.m. on Recent Advances in Medicine and Sur- 
gery; Dr. E. E. Levine speaks October 30 on Health 
Problems after 40. 

Dr. Sidney Garfield, medical director of the Per- 
manente Foundation, will speak Monday evening, Novem- 
ber 6th, on Bringing More and Better Medical Care to 
More People. This lecture will be handsomely attended, 
according to the School. No charge has been made for 
this course, which has as its purpose the stimulation of 
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interest in better health and medical care among the 
people of the East Bay community. .. . 

The National Scene——A significant report on Na- 
tional Health Program was adopted by the American 
Public Health Association at its annual meeting in 
October. The report recommended a national program 
offering the complete services of general practitioners, 
specialists, laboratories, hospitals and dentists to people 
in all areas of the country. 

Recognizing the present inadequacies in personnel and 
facilities, the report states that the ultimate goal may not 
be obtained immediately but within ten years. Mean- 
while, financial assistance should be given for training 
and personnel and for building necessary physical fa- 
cilities. 

To raise money for the provision of care and expan- 
sion of resources, the report recommends financing 
“through social insurance supplemented by general taxa- 
tion or by general taxation alone.” 


Of particular interest to labor are these facts: 

1. The people’s contribution to such a program might 
be payment by the same means provided for in the 
Wagner-Murray-Dingell Bill—through social security 
deductions.” 

2. The payment to doctors would be as proposed in 
the WMD Bill—“Private practitioners in each local ad- 
ministrative area should be paid according to the method 
they prefer, i.e., fee-for-service, capitation, salary or any 
combination of these.” 

But the APHA report recognizes what labor has long 
felt through its experience, “that fee-for-service has a 
history of unsatisfactory results.” 

3. Professional public health workers through their 
organization, the APHA, are now publicly taking a stand 
on medical care as well as public health. 

That position stems from the APHA Subcommittee 
on Medical Care, whose chairman is Dr. Joseph Moun- 
tain of the USPHS, and which includes such other ex- 
perienced public health men as George Perrott and 
Nathan Sinai. For their leadership they have already 
received a blast from the organized medical profession. 
Morris Fishbein, editorializing for the A.M.A., says of 
the report, “Perhaps this step . . . will be useful in serv- 
ing notice of the poiitical manipulators in the fields of 
social security and public health whom the medical pro- 
fession will be forced to combat.” .. . 

CIO Testimony on Nation’s Health—Two repre- 
sentatives of the CIO, Robert Lamb, Legislative Di- 
rector of United Steelworkers of America, and Albee 
Slade, Legislative Representative of the Los Angeles 
CIO Council, appeared before the Senate Subcommittee 
on Wartime Health and Education in September. 

The NCUHC has just received from headquarters a 
copy of the National CIO statement entitled—Memoran- 
dum on the Need for Better Medical Care. It states first 
that there is a need for collecting more information on 
the actual cost of providing medical care in localiites 
and regions. It contains careful facts on selective serv- 
ice rejections, the inadequacies and maldistribution of 
medical facilities and personnel and on the inability of 
large numbers of people to purchase adequate care. 

Citing labor’s position, it says, “Io overcome the eco- 
nomic consequences of the uneven incidence of medical 
costs, those costs should be met through insurance or 
public medical services. . . . While insisting on a na- 
tional program, labor has not lost the chance to do what 
it can to ameliorate the present neglect.” Pointing to the 
objectives of union sponsored programs, the statement 
cites offering of physical examinations to referred work- 
ers, promoting safety programs, and aiding rehabilitation 
programs. 

Albee Slade’s presentation set forth as an initial point 
that the achievement of a satisfactory level of national 
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health requires a three point program involving Federal 
assistance in financing. 

“The first is the provision of adequate hospital and 
sub-hospital facilities, properly distributed throughout 
the country. 

“The second essential is adequate and completely ac- 
cessible medical care, available to all, through systems 
combining group practice by physicians and group pe 
payment by the consumers—the public. 

“The third essential is public subsidy for the profes- 
sional education of medical students and for postgraduate 
study at regular intervals by physicians in practice.” 

Slade held that subsidization of medical education is 
necessary to reduce the cost of providing medical at- 
tention. 

Reflecting conditions in California as illustrations of 
unsuccessful patterns, Slade criticized the California 
Physicians’ Service and the State Procurement and 
Assignment Service under the War Manpower Commis- 
sion. In both cases instances were cited as demonstra- 
tions of failure to meet the needs of production workers 
and vital industrial communities. (Note by Ed. Catr- 
FORNIA AND WESTERN MeEpicinE.—For cross reference, 
see footnote on page 206 in October, 1944, CatirorNIA 
AND WESTERN MEDICINE.) 


In a letter to the Union Health Committee, Slade 
wrote, “I hope that the results of these hearings will be 
of great importance not only to organized labor but to 
all of our people. . . . I would like, therefore, to express 
my appreciation for the very able assistance lent by your 
Committee in designating Miss Stein to help and prepare 
for the hearings. Her thorough knowledge of recent 
developments throughout the nation in the field of medi- 
cal care .. . was of inestimable aid.” .. . 


Public Health Agencies Meeting in San Francisco 


Scores of San Francisco agencies and professions con- 
cerned with public health met on October 18, at the city’s 
first Institute on Public Health Education to work out a 
lasting program for better health through knowledge. 

They gathered under the guidance of Dr. Clair E. 


Turner. Pointing out that public health education pays 
for itself many times over in lowered community ex- 
penses for care of the sick, Doctor Turner said: 

“We find that numberless persons are needlessly ill be- 
cause they unnecessarily expose themselves to infection, 
because they fail to get the needed food elements, be- 
cause they depart from basic principles of mental hygiene 
and because they substitute fads and self-medication for 
hygienic living and scientific medicine.” 

Doctor Turner was lent to San Francisco for the two 
day Institute by the Office of the CoGrdinator of Inter- 
American Affairs, for which he is chief health education 
officer. Principal purpose of his talk was to outline 
methods for carrying out public health education on a 
communitywide basis. 

Sessions were held at headquarters of the San Fran- 
cisco County Medical Society, 2180 Washington Street. 
The Society is sponsoring the Institute jointly with the 
city department of public health. 

Dr. Rodney M. Beard, chairman of the Institute’s com- 
mittee on arrangements, said ‘a principal aim of the 
health education program is illustrated by San Fran- 
cisco’s current need for sewer improvements. 

“We are proposing to vote bonds for better sewers,” 
he said. “It does little good for various officials to say 
we need them. There must be a general public under- 
standing that such sewer improvements are essential to 
public health.” 

Doctor Turner said newspapers are one of the “main 
voices” of public health educators—San Francisco 
Examiner, October 18. 
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Raw Milk Banned by City Council of San Jose 


By a vote of six to one, the San Jose city council re- 
cently adopted an ordinance prohibiting the sale of 
raw milk in San Jose... . 

Council President E. H. Renzel, Jr., raised the question 
whether an ordinance requiring producers of raw milk 
to have their herds certified as free from tuberculosis, 
Bangs disease and mastitis would meet with their favor. 
The latter bovine ailment was connected in the discussion 
with “strep throat” in human beings. 


This was answered by Frank J. Corriea, who operates 
a 50-cow dairy on the Bayshore highway to the effect 
that he would have no objection... . 


To clarify this point he called attention to a statute 
which was on the city books from 1923 to 1937, pro- 
mulgated as a health measure and requiring that milk 
sold as pasteurized must be treated in side the city limits. 
While the ordinance was in effect, licensed producers 
were also selling raw milk inside the city limits. After 
1937, pasteurization in a radius of 15 miles outside the 
city limits became legal. . . 


Carter read a copy of the letter which he directed to 
the American Medical Association, Dr. Karl F. Meyer 
of the Hooper Foundation, San Francisco, the California 
Tuberculosis Association, Dr. Charles Smith of the 
Stanford University School of Medicine and president 
of the State Board of Health, Dr. C. S. Mudge of the 
University of California Agricultural Experiment Sta- 
tion, the California State Medical Association, County 
Medical Society, Dr. Charles Ianne of Stanford School 
of Health, Dr. Wilton Halverson, California State 
Health Department, Dr.’ Edward Kupka, state director 
of tuberculosis, Arthur Hayes, State Department of 
Agriculture, Dr. Gerald Scarborough, director of the 
County Tuberculosis Clinic, Dr. Buford Wardrip, Alum 
Rock Sanitarium, Dr. Thomas Parran, surgeon general 
of the U. S. Public Health Service, and Dr. Kendal 
Emerson of the National Tuberculosis Association. 


The authorities were unanimous in favoring pasteur- 
ization, he declared, reading excerpts from two of the 
most complete answers received. 


Carter included in his letter questions on all the major 
objections raised by opponents of pasteurization. Opin- 
ions developed by this question and answer method: 


Rigid inspection alone will not adequately protect the 
health of the community. Neither will pasteurization, 
unless it is accompanied by rigid inspection. No epidemic 
was ever traced to properly pasteurized milk. Pasteur- 
ization lessens certain food values, but not in a manner 
to injure health....  ” 


On the question of the comparative taste of raw and 
pasteurized milk Dr. Smith wrote: 


“The fine, rich flavor of raw milk, which its adherents 
praise, is really the fine, rich flavor of cow manure, 
which is volatilized off in pasteurizing.” 

Carter’s authorities declared that pasteurization en- 
hances the keeping quality of good milk, and said that 
if milk “putrefies” instead of souring, it was not clean 
milk to begin with. 


Similar points were made by Dr. Harlin Wynns, epi- 
demologist of the State Board of Health, present as a 
guest speaker, who said: 


“Early day pasteurization methods were not as safe 
as they are at present. If the process is not carefully 
controlled so that the temperature does not go above 145 
degrees, there are taste changes. This is not true, below 
that temperature, provided the milk was good and pure 
in the first place. There is a mechanical factor in pas- 
teurization which may fail. Inspection will correct ob- 
jectionable milk production practices, but it will not 
detect the presence of typhoid germs.” 
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A Personal Matter 


Dr. E. H. Skinner, editor of the Kansas City Medi- 
cal Journal, expresses some basic thoughts in connec- 
tion with Federal socialization of medicine as proposed 
under the pending Wagner health bill. He points out 
that a survey of public opinion shows that a majority 
of people are concerned about finding methods of meet- 
ing unpredictable expenses of catastrophic illness, and 
says, “The politician and social workers offer govern- 
ment medical services as an answer to this developing 
demand. Insurance companies offer accident and health 
insurance. Industry or management offers contributory 
or participating disability insurance. Some groups of 
physicians offer attractive pre-payment schemes. Some 
county medical societies offer coéperative pre-payment 
methods. 

“It is so easy to argue that the medical profession 
must accept the whole responsibility of extending and 
distributing all the services to all the people. But the 
responsibility must be shared by each of the basic fac- 
tors in the whole problem. 

“Government should encourage the people to accept 
solutions that are adapted to democratic economies, 
rather than promoting totalitarian mediocrity. . . . ‘ 

“There can be no isolation of responsibility to medi- 
cine, to labor, to industry or insurance. The people them- 
selves must accept and discharge their individual and 
collective responsibility by agreeing that good health 
and attention to their illness can never be a matter of 
governmental spending through bureaus.” 

Any health service based on shared expense, that is 
sound in principle, must be subject to actuarial proof 
and stabilization. 

“Social security,” including socialized medicine, is not 
an insurance policy. It is a matter of legislation that 
can be changed, shifted, sacrificed or bankrupted by the 
same legislators that created it—San Francisco West- 
ern Underwriter, June. 


Scarlet Fever and Streptococcic Sore Throat 
The Significance of the Dick Test—Sulfadiazine 
Prophylaxis for Contacts 


There have been over 1000 cases of scarlet fever re- 
ported to the Los Angeles City Health Department so 


far this year. Although there have been only three 
deaths in this group, the man hours lost and the perma- 
nent health damage that has resulted make this a very 
important disease. 


Scarlet fever is the result of a throat infection with a 
toxin-producing hemolytic streptococcus in an individual 
susceptible to this rash producing toxin. The Dick test 
is merely an intracutaneous test for susceptibility to this 
toxin. The main damage to the human body is done, 
not so much by the rash producing toxins, as by the 
streptococcus itself through localization and abscess for- 
mation (otitis media, cervical adenitis, mastoiditis and 
sinusitis),: by permanent kidney damage, and by activa- 
tion of acute rheumatic fever. 

The majority of .contacts of scarlet fever are known 
to harbor in their throats the same streptococcus as the 
case itself. These people, because they are not suscepti- 
ble to the toxin of the streptococcus, do not develop 
scarlet fever. They may, however, disseminate the or- 
ganisms in the community, develop clinical streptococcus 
sore throat, or develop the same complications that re- 
sult in the person with scarlet fever. The Los Angeles 
City Health Department recommends the prophylactic 
administration of small doses of sulfadiazine (i.e. gm. 
2,2,1,1, in adults on four consecutive days) to all con- 
tacts of scarlet fever—Bulletin of Los Angeles City 
Health Department. 
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Many Diets Fail to Meet Adequate Nutrition Levels 


The Committee on Diagnosis and’ Pathology of the 
Food and Nutrition board of the National Research 
Council has reviewed material reported in widely scat- 
tered journals on the state of nutrition of the people of 
the United States. An appreciable percentage of diets 
fail to meet more than 50 per cent of the recommended 
daily allowances of the Food and Nutrition board, but 
many more diets are deficient by less than 50 per cent. 

This widespread prevalence of more or less deficient 
diets is associated with a high incidence of different 
states of deficiency, largely mild in intensity and gradual 
in its course. The problem thus created is both preven- 
tive and corrective. For prevention, production of suffi- 
cient food must be maintained and better distribution is 
required; judicious enrichment of appropriate foods may 
be advisable, and dietary education should be intensified 
and extended. For correction there is need for skill in 
detecting deficiency conditions and improved procedure 
for the treatment of such conditions. 

There has been some exaggeration of the benefits of 
the best nutritional standards and much exploitation of 
the vitamins. Knowledge of the relation of nutrition to 
health is being rapidly uncovered. 


American People Give 30 Million Dollars in 11-Year 
Fight on Poliomyelitis 

In the last eleven years the American people have con- 
tributed $29,562,742.54 to conquer infantile paralysis, 
Basil O’Conner, President of the National Foundation 
for Infantile Paralysis, announced on September 11 at 
the opening of the annual meeting of the Medical Ad- 
visory Committees of the National Foundation at the 
Waldorf-Astoria Hotel. At that meeting applications 
for grants to carry on medical research was considered 
and further plans for carrying on the fight against in- 
fantile paralysis was made. 

Sixteen million dollars, or more than half of the total 
given, was raised in the two years of 1943 and 1944. 

“Some idea of the scope and extent of the National 
Foundation’s program of scientific research is shown by 
the fact that, since it was organized only six years ago, 
it has made 298 grants to 74 institutions involving 114 
groups of workers, in one of the greatest scientific at- 
tacks against any disease.” 

During the past eleven years almost $15,000,000 of the 
total raised has been left with the counties where raised 
to provide the best in medical care for the thousands of 
new patients reported each year. 

Of the remainder of this nearly 30 million dollars, the 
National Foundation received approximately 13 million 
dollars to conduct its programs of scientific research, 
education and epidemic relief. One-half has been used 
by the National Foundation for grants in research deal- 
ing with the virus, epidemiology and after-effects of in- 
fantile paralysis, education and epidemic aid as follows: 
virus research, $2,053,761; after-effects research, $1,405,- 
292; education, $1,179,215; epidemics, $637,548; Tuske- 
gee Institute, $404,256; Georgia Warm Springs Founda- 
tion, $825,000—total $6,508,475. 


New Venereal Plan for San Francisco 

The proposed ordinance to check venereal disease, pre- 
sénted to the San Francisco Board of Supervisors on 
October 20, would if adopted make it possible to strike 
at the source of 80 per cent of the cases now contracted, 
it was claimed by the proponents. 

Explanation of the drastic measure was given by Dr. 
Geiger in a letter to City Administrator Brooks. It 
read: 

“It is my feeling that the proposed ordinance which 
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permits the police officers to apprehend a person on the 
basis of preliminary quarantine rather than to make it 
necessary for this police officer to accumulate adequate 
evidence for arrest, and which provides that all persons 
who are arrested be automatically quarantined by the 
Police Department, is of infinite value and in the inter- 
est of venereal disease control. 

“It is important to point out that this ordinance safe- 
guards the interests of the public by providing that such 
quarantine as established by the Police Department shall 
exist for a maximum period of 24 hours only, or until 
the Health Department has an opportunity to review the 
grounds and reasons for the establishment of such quar- 
antine at which time the Department of Health, if in- 
dicated, will establish the diagnostic quarantine which 
may exist for a maximum period of 72 hours during 
which time the person will be examined for a venereal 
disease. 

“This ordinance will make it possible for us to reach 
one of the largest sources of venereal disease, namely, 
those women who patronize bars and taverns and who 
are now responsible for at least 80 per cent of the 
venereal disease being contracted by the members of the 
armed forces and the civilian war workers.” 


The discoveries of healing science must be the in- 
heritance of all. That is clear. Disease must be attacked 
whether it occurs in the poorest or the richest man or 
woman, simply on the ground that it is the enemy; and 
it must be attacked just in the same way as the fire 
brigade will give its full assistance to the humble cot- 
tage as readily as it will give it to the most important 
mansion.—Winston Churchill, Lancet, Mar. 11, 1944. 


COMMITTEE ON HOSPITALS, 
DISPENSARIES AND CLINICS 


California Women Urged to Enroll as Home Nurses 

In the midst of San Diego’s home nursing campaign, 
Mrs. Louise Graham, chairman, local Red Cross home 
nursing, on September 16 cited an appeal by Dr. Lowell 
S. Goin, president of the California Medical Associa- 
tion, to the women of California to do their part in 
safeguarding the health of the state by learning basic 
principles of home nursing. 

He pointed out that, with 100,000 doctors and nurses 
now in uniform, citizens can be of inestimable assist- 
ance in relieving the pressure on civilian doctors through 
a working knowledge of home nursing and first aid, 
she said. 

Goin revealed that the goal for California for the 
period July 1, 1944, to June 30, 1945, is 39,746 graduates 
in home nursing, to protect the home front adequately. 


Los Angeles County Considers Giving Emergency 
Hospital Service for Cities in the County 


Under consideration by the Board of Supervisors is 
the establishment of Los Angeles County-sponsored 
emergency hospital service in Long Beach as well as in 
all other cities of the county. The county manager, in- 
structed by the supervisors, will examine the financial 
and administrative phases of a single unified system of 
emergency hospital service. 

In an initiatory step toward such a program, super- 
visors have opened for admittance to emergency cases 
thé well equipped hospital on the grounds of the County 
Farm north of Long Beach. 

All cases requiring further hospitalization would be 
transferred later to the General Hospital in Los An- 
geles. Under the proposed plan, the hospital at the 
County Farm, which has in the past limited its services 
to the treatment of indigents, would serve the southern 
part of Los Angeles County. 
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New State Mental Health Board Is Proposed Here 
The creation of a new state executive department 
of mental health was recommended to a conference of 
neuro psychiatrists and state department heads which 
convened in Sacramento on September 8 by Governor 
Earl Warren to help formulate an improved California 
program for meeting the problems of mental illness. 


The suggestion came from Dr. W. L. Treadway, 
medical director of the United States Public Health 
Service in the Los Angeles district. Dr. Treadway urged 
such a department be headed by an experienced physi- 
cian, adequately paid and given a tenure of office based 
upon ability and merit. 

In setting up such a new department, not only to 
supervise the state mental hospital program but also 
to regulate local mental hygiene and health activities, 
Dr. Treadway suggested the establishment of a bi- 
partisan state board similar to the regents of the 
University of California or the State Board of Health. 
He would have the terms staggered so that no change 
of state administration would upset the board’s func- 
tioning. 

Among the factors needed for a better mental health 
program. Dr. Treadway listed an enlightened medical 
profession, sound public policies including proper finan- 
cial support and effective administration of the mental 
institutions, and the dissemination of data on mental 
illnesses and their causes which would produce an in- 
formed and articulate public opinion on the subject. 


The federal health service official also discussed the 
need for child guidance clinics for early recognition 
and treatment of mental illnesses, establishment of 
special educational facilities for defective youngsters, 
emphasis on research into causes and treatment of mental 
maladies and revision of what he termed the present 
archaic state law on insanity commitments. 

Although $200,000,000 is being spent annually in the 
United States for the care of the mentally ill, he said, 
less than 1 per cent goes for research purposes. 

There are as many beds required in the establish- 
ments for the care of the mentally ill in America, he 
reported, as there are for all other forms of disease. 
And, in recent years, he added, 14,000 new beds have 
been needed in mental institutions annually. 

The conference was informed that out of every 22 
children born in this country, one finds his way into 
a mental hospital and one other seeks mental health 
assistance but does not reach an_ institution. 


COMMITTEE ON HISTORY 


Re: History of the Alameda County Association 

Dr. Milton Shutes, historian of the Alameda County 
Medical Association, in the October 16th issue of the 
Association’s Bulletin gives the following interesting 
data: 

The first Alameda County Medical Association, con- 
sisting of nine members, met twice in the new Court 
House in San Leandro on August 18 and 25, 1860. It 
was the first of its kind in the State. Although it organ- 
ized itself properly and set a date for its third meeting 
early in October, it promptly disintegrated, presumably 
in the political tumult that ushered in the Civil War. 


Nine years later, eight other men from acceptable 
medical schools, seeking the distinction and stimulation 
of organization, met to form the Oakland Medical As- 
sociation. In the act of incorporation, however, the name 
was changed to the Alameda County Medical Associa- 
tion. The rules and medical ethics of the American Med- 
ical Association were adopted, a library was begun, 
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meetings were held once a month in the “reception par- 
lors” of members, and within a year the membership 
had doubled itself. It was the third county society in 
the State to get organized, preceded by one year only 
by the Sacramento and San Francisco County Medical 
Associations in 1868. It was inspired by men such as 
Dr. Thomas H. Pinkerton and further vitalized by 
men such as the famous Le Conte brothers. 


Through the remaining thirty years of the 19th cen- 
tury, as oak trees gave place to city streets, the grow- 
ing membership of the Association fermented with the 
leaven of scientific medicine. The microscope became 
something more than of academic ‘interest; the ten- 
aciously held theory of zymosis gradually gave place 
to microscopic organisms as the causes of infectious 
diseases; and the art of abdominal surgery passed from 
hesitant beginnings to its firm foundation. In addition 
to its primary interest in medicine, it spent much of its 
energy in fighting medical charlatans, “irregular and 
ignorant medical men,” and with a certain naiveté 
against the ancient evils of society—prostitution and 
alcoholism. 


The last fifty years and more of this Society lies 
within the memory of some present men. They are 
living witnesses to the momentum begun seventy-five 
years ago that has carried the Alameda County Med- 
ical Association to its present numerical, financial, or- 
ganizational and scientific strength, and to its leader- 
ship in an acceptable approach to “social medicine.” 


Medical History: In Los Angeles County 


The Bulletin of the Los Angeles County Medical 
Association in its October 5 issue printed the following: 
WILL YOU HELP US OBTAIN PICTURES OF FORMER OFFICERS 


The Library of the Los Angeles County Medical 
Association is very desirous of completing its file of 
portraits of past officers of the Association. Photo- 
graphs of a number of members who years ago held 
office are missing from the files or were never received 
in those early days. 


If you should happen to have a picture of any type 
or know where one can be obtained of any one of the 
following physicians, please get in touch with the office 
of the secretary, 1925 Wilshire Boulevard: 


Secretary....1871 
President. ...1876 
Secretary....1877 
President....1880 
Secretary....1882 
Secretary....1883 
-1885 
.1885 

1886 
-1886 
-1887 
-1888 
-1888 
.1890 
.1891 
-1892 
.1894 
.1895 
.1898 
.1900 
.1901 
.1902 
.1904 
-1905 

1906 
.1909 
.1910 
.1913 
.1916 
-1918 

1919 
-1920 
-1921 
.1929 


R. H. Dalton 
Charles C. Barton 
W. Lockhart 
H. B. Lathrop 
W. G. Cochran 

NL hne bere e ete es chen vevasncass Secretary... 


F, A. Seymour President... 
A. McFarland President 
E. T. Shoemaker..... Leese seeccscceccees Secretary... 
F. T. Bicknell President... 
W. D. Babcock Secretary... 
G. W. Lasher President... 
J. H, Davidson President... 
M. L. President... 
W. W. Hitchcock President... 
. G, MacGowan President... 
D. Fitzgerald President... 
. A. Praeger President... 
. L. McCarthy Secretary... 
. G, Stivers Secretary... 
J. President... 
President... 
President... 
President 
President... 
President... 
President... 
President... 
President... 
President 
President... 
President... 
President... 


Joseph M. King 
F. C. BE, Mattison 


W. W. Richardson 
William M. Lewis 
Charles Whitman 
William Duffield 
W. T. McArthur.. 
Rea Smith 
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COUNTY SOCIETIES} 


CHANGES IN MEMBERSHIP 


New Members (63) 


Alameda County (1) 
Edwards, Robert L., Oakland 


Butte-Glenn County (1) 
Horning, Merritt C., Chico 


Los Angeles County (43) 


Appelbaum, Alfred, Huntington Park 
Barmaneder, Anton, Los Angeles 
Bartosh, Esther H., Los Angeles 
Beauchamp, M. L., Memphis, Tennessee 
Berez, Joseph S., Redondo Beach 
Blinstrub, A. A., Inglewood 
Chavannes, V. Cecile, Culver City 
Coleman, Ralph Leslie, Los Angeles 
Covey, Herman W., Los Angeles 
Cummings, Clara Mae, Burbank 

Dale, Charles L., Los Angeles 

Dalton, Burr, North Hollywood 
Daniele, Joseph A., Los Angeles 
Demandante, Primitiva D., San Pedro 
Donahey, Victor V., Studio City 
Drummond, Donald L., Los Angeles 
Edmunds, Joseph T., Alhambra 
Finesilver, Benjamin, Beverly Hills 
Gaster, Joseph, Los Angeles 

Griffin, Edna L., Pasadena 

Ham, George H., Meridian, Mississippi 
Hill, Wilbert G., Los Angeles 
Hirshberg, H. A., Camp Roberts 
Hofgaarden, Luther V., Los Angeles 
Kerrick, Stanley Edward, Los Angeles 
Knutti, Ralph E., Los Angeles 
Kurlander, Joseph J., Los Angeles 
Levan, Norman E., San Francisco 
McGinnis, James Edward, Los Angeles 
Michael, Ralph H., Jr., Los Angeles 
Murray, Leo Charles, Los Angeles 
Myers, R. B. S., Santa Monica 
Nielsen, John W., Los Angeles 

Paskan, Julius A., Culver City 

Penner, O. W. J., Temple City 
Rosenthal, Samuel M., Los Angeles 
Schiff, Isadore Joseph, Los Angeles 
Sharpe, Walter Eugene, Jr., San Pedro 
Shmukler, B. Cecelia, Los Angeles 
Sturges, Evleyn P., Los Angeles 
Sugarman, Jerome N., Los Angeles 
Welton, Walter F., South Gate 
Wilmoth, Marion E., San Pedro 


San Francisco County (13) 


Abrams, Alan L,, San Francisco 
Erler, Theodore G., Jr., Los Angeles 
Fung, Paul F., San Francisco 
MacLaggan, James C., San Francisco 
Sanderson, Herbert C., San Francisco 
Thornton, Elizabeth, San Francisco 
Torre, Walter N., San Francisco 
Ury, Oskar, San Francisco 

Walsh, John D., San Francisco 
Warner, George F., San Francisco 
Weber, Manuel L., San Francisto 
Windholz, Frank S., San Francisco 
Woolley, Le Grand G., San Francisco 


+ For roster of officers of component county medical 
societies, see page 4 in front advertising section. 
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San Joaquin County (4) 


Clarke, Robert W., Murphys 
Johnson, Carrol Allen, Jr., Stockton 
Richli, William Campbell, Stockton 
Zeller, Robert F., Stockton 


Stanislaus County (1) 
Davis, J. Paul, Jr., Turlock 


Transfers (1) 


Nelson, Clarence E., from San Diego County to Los 
Angeles County. 


In Memoriam 


Alanson, Milton R. Died at San Francisco, August 
16, 1944, age 60. Graduate of the Cooper Medical Col- 
lege, San Francisco, 1907. Licensed in California in 
1907. Doctor Alanson was a mmeber of the San Fran- 
cisco County Medical Society, the California Medical As- 
sociation, and a Fellow of the American Medical Asso- 
ciation. 


+ 


Cunningham, Robert Law. Died at Los Angeles, 
September 10, 1944, age 63. Graduate of the Johns 
Hopkins University School of Medicine, Baltimore, 1907. 
Licensed in California in 1909. Doctor Cunningham was 
a member of the Los Angeles County Medical Associa- 
tion, the California Medical Association, and a Fellow 
of the American Medical Association. 

* 


Johnson, Milbank. Died at Pasadena, October 3, 
1944, age 72. Graduate of Northwest University Medi- 
cal School, Chicago, 1893. Licensed in California in 1893. 
Doctor Johnson was a member of the Los Angeles 
County Medical Association, and the California Medical 
Association. 


+ 


Litle, Elmer William. Died at Los Angeles, Sep- 
tember 8, 1944, age 74. Graduate of the Grand Rapids 
Medical College, Michigan, 1901. Licensed in California 
in 1921. Doctor Litle was a member of the Los Angeles 
County Medical Association, the California Medical As- 
sociation, and a Fellow of the American Medical Asso- 
ciation. 


+ 


Preston-Brown, Frances M. Died at Los Angeles, 
August 18, 1944, age 40. Graduate of the Woman’s 
Medical College of Philadelphia, Pennsylvania, 1941. 
Licensed in California in 1944. Doctor Preston-Brown 
was a member of the Los Angeles County Medical Asso- 
ciation, and the California Medical Association. 


+ 


Smith, Mark Harrison. Died at Glendale, Septem- 
ber 8, 1944, age 73. Graduate of the State University 
of Iowa College of Homeopathic Medicine, Iowa City, 
1895. Licensed in California in 1925. Doctor Smith was 
a member of the Los Angeles County Medical Associa- 
tion, the California Medical Association, and a Fellow 
of the American Medical Association. 

+ 


Waddell, William Everett. Died at Los Angeles, 
September 1, 1944, age 74. Graduate of Pulte Medical 
College, Cincinnati, Ohio, 1887. Licensed in California 
in 1895. Doctor Waddell was a Retired member of the 
Los Angeles County Medical Association, the California 
Medical Association, and an Affiliate Fellow of the 
American Medical Association. 
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CALIFORNIA PHYSICIANS’ 
SERVICE 


Board of Trustees 
Ray Layman Wilbur, M.D., President, Stanford University 
Glenn Myers, M.D., Vice-President, Los Angeles 
Fletcher B. Taylor, M.D., Vice-President, Oakland 
T. Henshaw Kelly, M.D., Secretary, San Francisco 
Chester L. Cooley, M.D., Treasurer, San Francisco 
Cc. L. Mulfinger, M.D., Assistant Secretary-Treasurer, 
Los Angeles 
C. Glenn Curtis, M.D., Brea 
P. K. Gilman, M.D., San Francisco 
H. Randall Madeley, M.D., Vallejo 
A. E. Moore, M.D., San Diego 
Rt. Rev. Thos. J. O’Dwyer, Los Angeles 


C.P.S. Beneficiary Members 


August 
1943 


August 
1944 
86,000 
2,011 | 
15,464 


Commercial Program 
Rural Health Program 
War Housing Program 


Total Membership 103,475 


During the current month of October, California Phy- 
sicians’ Service is in the process of enrolling over 20,000 
new members. This is over twice the number that were 
enrolled in any other single month. It is doubtful that 
this rate of growth can be maintained in the succeeding 
months, since one large group contributed considerably to 
this number. Nevertheless, it is an indication that C.P.S. 
is becoming more and more acceptable to the public, and 
especially through the larger industries. It is also an in- 
dication that labor, in the masses, are looking favorably 
upon C.P.S. as a medium through which they may pre- 
pay their medical care. 


As an indication of some of the healthy public rela- 
tions aspects of C.P.S., it is of interest to note that since 
the May meeting of the California Medical Association, 
some 200 physicians have become new professional mem- 
bers of C.P.S., and the roster is growing all the time. 
Aside from the final recommendation by the medical pro- 
fession as a whole that C.P.S. should be backed, in- 
dividual County Societies are now codperating in can- 
vassing their membership for those physicians who, for 
one reason or another, did not see fit to join up in the 
beginning. Also, new physicians coming into the com- 
munities are contacted, and the combination of these two 
will result in a steady increase in professional member- 
ship which is evident in this office to date. 


A. E. Larsen, M.D. 
Executive Medical Director. 


Huntington’s Chorea.—The entire medical career 
of George Huntington was devoted to work as a medi- 
cal practitioner. He modestly disclaimed the one scien- 
tific study that he had ever made, saying that the credit 
for recognition of the choreic condition he described was 
due his father and grandfather who had familiarized him 
with this infrequently seen familial disease. The fact re- 
mains, however, that scientific study of this disease was 
based on his classical description written in 1872.—War- 
ner’s Calendar of Medical History. 


+ Address: California Physicians’ Service, 153 Kearny 
Street, San Francisco. Telephone EXbrook 0161. A. E. 
Larsen, M. D., Secretary. 


Copy for the California Physicians’ Service department 
in the OFFICIAL JOURNAL is submitted by that organization. 
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NEWS 


Coming Meetingst 
California Medical Association. Session will convene 
in Los Angeles. Dates of the seventy-fourth annual ses- 
sion, to be held in 1945: Sunday, Monday, May 6-7. 
American Medical Association. The 1945 Session will 
be held in New York City. 


The Platform of the American Medical Association 


The American Medical Association advocates : 

1. The establishment of an agency of Federal Govern- 
ment under which shall be coérdinated and administered 
all medical and health functions of the Federal Govern- 
ment, exclusive of those of the Army and Navy. 

2. The allotment of such funds as the Congress may 
make available to any state in actual need for the pre- 
vention of disease, the promotion of health, and the care 
of the sick on proof of such need. 

3. The principle that the care of the public health and 
the provision of medical service to the sick is primarily 
a local responsibility. 

4. The development of a mechanism for meeting the 
needs of expansion of preventive medical services with 
local determination of needs and local control of admin- 
istration. 

5. The extension of medical care for the indigent and 
the medically indigent with local determination of needs 
and local control of administration. 

6. In the extension of medical services to all the people, 
the utmost utilization of qualified medical and hospital 
facilities already established. 

7. The continued development of the private practice of 
medicine, subject to such changes as may be necessary to 
maintain the quality of medical services and to increase 
their availability. 

8. Expansion of public health and medical services 
consistent with the American system of democracy. 


(Note: For interpretative comments, see J.A.M.A., 
June 24, 1944, pp. 574-576.) 


Medical Broadcasts* 


The Los Angeles County Medical Association: 

The following is the Los Angeles County Medical 
Association’s radio broadcast schedule for the current 
month, all broadcasts being given on Saturdays: 

KFAC presents the Saturday programs at 10:15 a. m., 
under the title, “Your Doctor and You.” 

In November, KFAC will present these broadcasts on 
the following Saturdays: November 4, 11, 18 and 25. 

The Saturday broadcasts of KFI are given at 9:45 
a.m., under the title, “The Road to Health.” 

“Doctors at War”: 

Radio broadcasts of “Doctors at War” by the Amer- 
ican Medical Association, in coéperation with the Na- 
tional Broadcasting Company and the Medical Depart- 
ments of the United States Army and the United States 
Navy, are on the air each Saturday at 1:30 p. m., Pacific 
War Time. 


+ In the front advertising section of The Journal of the 
American Medical Association, various rosters of national 
officers and organizations appear each week, each list 
being printed about every fourth week. 

*County societies giving medical broadcasts are re- 
quested to send information as soon as arranged. 


Pharmacological Items of Potential Interest to Cli- 
nicians* : 


1. Historical: On Dec. 11, 1844, Horace Wells of 
Hartford, former dental partner of W. T. G. Morton, 


-had a tooth extracted without pain by Dr. John Riggs, 


using N2O prepared by G. Q. Colton; appropriate for 
the centennial is the well illustrated “Life and Letters 
of Horace Wells,” by W. H. Archer (J. Amer. Coll. 
Dentists, 11:81-210, 1944). Preview of J. B. deC. M. 
Saunders and C. D. O’Malley’s translation of the Ve- 
salius Fabrica (1543) appears (Jbid., 211-218). Their 
translation and annotation of the China Root (1546) 
should appear soon. F. J. Cole offers a History of Com- 
parative Anatomy from Aristotle in 18th Century (Mac- 
millan, London, 1944). H. Bailey and W. J. Bishop pub- 
lish well illustrated Notable Names in Medicine and 
Surgery (H. K. Lewis, London, 1944). I. Gladston dis- 
cusses Descartes and modern psychiatric thought (Isis, 
35:118, 1944). J. W. Wilson reviews cellular tissue and 
the dawn of the cell theory (Jbid., 168). Why not buy 
some of the classics of medicine, as suggested so wist- 
fully by H. Sigerist (Bull. Hist. Med., 16:1, 1944) ? Con- 
gratulations to La Juventud Medica of Guatemala on its 
semicentennial. 


2. Blood Substitutes: F. S. Robscheit-Robbins & 
Co. discuss usefulness and toxicity of gelatine as a 
plasma protein substitute (J. Exp. Med., 80:145, 1944). 
A Wormall discusses the nonantigenicity of gelatine 
(Nature, 154:332, Sept. 9, 1944). G. Riedel and K. Zipf 
suggest “periston” (2% per cent polyvinyl-pyrrolidon in 
buffered Ringer’s sol.) IV as useful blood substitute in 
hemorrhagic shock (Arch. Exp. Path. Pharmak., 203 :25, 
1944). 

3. Chemotherapy: P. Ellinger & Co. find sulfonamide 
sterilization of gut interferes with production of nico- 
tinamide by intestinal flora, possibly causing deficiency 
symptoms (Nature, 154, 270, Aug. 26, 1944). J. Ohnysty 
and W. D. Wolfson recommend 10 Gms. potassium bi- 
carbonate daily as adjunct to sulfonamide therapy in 
pneumonia complicating cardiac decompensation (New 
Eng. J. Med., 231:381, Sept. 14, 1944). M. A. Schnither 
and C. C. Lenhoff report that 30 Gms. urea daily with 
sulfonamides will break most sulfonamide resistance in 
gonorrhea (J. Lab. Clin. Med., 29:889, 1944). 

4. Antibiotics: H. W. Florey & Co. offer brief 
symposium on penicillin (Brit. Med. J., 2:169-179, Aug. 
5, 1944). O. Roberts and D. Murphy recommend penic- 
illin agar for local application to infected areas (Jrish J. 
Med Sci., 6th ser., 223:225, 1944). I. W. J. McAdan & 
Co., suggest 3-hour IM inj. of 25,000 units in 2 c.c. for 
emergency or ambulatory patients,—otherwise continuous 
IM infusion 100;000 units in 100 c.c. per day (Lancet, 
2:336, Sept. 9, 1944). J. Unger describes penicillinase 
from B. subtilis (Nature, 154:236, Aug. 19, 1944). 

5. Books: T. H. Howell offers Old Age: Practical 
Points in Geriatrics (H. K. Lewis, London, 1944). G. 
Draper & Co. issue Human Constitution in Clinical 
Medicine (P. B. Hoeber, N. Y., 1944). F. W. Jones 
follows his fine Principles of Anatomy as Seen in the 
Hand with his equally important Structure and Function 


* These items submitted by Chauncey D. Leake, formerly 
director of the University of California Pharmacologic 
Laboratory, now dean of the University of Texas Medical 
School, Galveston, Texas. 
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as Seen in the Foot (Bailliere, Tindall and Cox, London, 
1944). D. Hunter’s 1942 Croonian Lectures on Industrial 
Toxicology finally appear (Oxford Press, 1944). S. C. 
Shanks edits 3 vol. Textbook of X-Ray Diagnosis (H. K. 
Lewis, London, 1944). R. R. Foote presents Varicose 
Veins, Hemorrhoids and Other Conditions: Their Treat- 
ment by Injection (H. K. Lewis, London, 1944). S. F. 
Markham discusses Climate and the Energy of Nations 
(Oxford Press, 1944). W. N. Bispham describes 
Malaria: Its Diagnosis, Treatment and Prophylaxis 
(Wms. and Wilkins, Balt. 1944). A. A. Brill notes 
Freud’s Contribution to Psychiatry (Norton, N. Y., 
1944). 

6. Otherwise: J. O. Parnas makes fine review of 
biologic catalysis (Amer. Rev. Soviet Med., 1:485, 1944). 
P. D. Lamson thinks “biotrepy” is the golden egged 
goose (Sci. Monthly, 59:215, 1944). J. P. Greenstein & 
Co. begin important chemical study of human cancer 
(J. Nat. Cancer Inst., 5:55, 1944). W. F. Freidewald and 
P. Rous survey initiating and promoting elements in 
tumor production (J. Exp. Med., 80:101, 1944). H. C. 
de Souza-Araujo prepares leprosy antigens (“leprolins”) 
for diagnosis and treatment (Mem. Inst. Oswaldo Cruz, 
39 :349, 1943: 40:101, 1944). Note excellent symposium 
on peripheral vascular disorders, low temperature injury, 
and traumatic arterial spasm (Brit. Med. Bull., 2:136, 
1944). E. J. Carey continues fine work on secretion of 
motor end-plates, showing polio effects (Amer. J. Path, 
20 :961, 1944). 


Los Angeles Heart Association.—The Los Angeles 
Heart Association announces its 14th Annual Postgradu- 
ate Symposium December 6-7, 1944. 


Guest Speakers: Arthur C. DeGraff, M.D., Samuel A. 
Brown, Professor of Therapy and Chief of Cardiac 
Clinic, New York University, College of Medicine; also 
Captain William H. Leake, Lt. Commander George 
Griffith, Lt. Commander Robert Huntington, and Lieu- 
tenant Hugh Butt of the U. S. Naval Hospital, Corona, 
California. 


Programs and registration blanks will be mailed about 
November first by William Paul Thompson, M.D., Pro- 
gram Chairman. . 


Panel -Discussion on the Future of Medicine.— 
The Medical Society of the District of Columbia, on 
October 7, 1944, in Washington, D. C., presented a panel 
discussion on “The Future of Medicine,” participated in 
by John P. Peters, M.D., of Yale University; Harvey 
Bartle, M.D., of the Pennsylvania Railroad; Vice Ad- 
miral Ross T. McIntire, Surgeon General of the U. S. 
Navy; Thomas Parran, M.D., Surgeon General of the 
U. S. Public Health Service; and John H. Fitzgibbon, 
M.D., Chairman, Council on Medical Service and Pub- 
lic Relations of the American Medical Association. 

These articles will probably appear in the. Official 
Journal of the Medical Society of the District of 
Columbia. 

The address of John H. Fitzgibbon, M.D., of Port- 
land, Oregon, present Chairman of the A.M.A. Council 
on Medical Service and Public Relations, was of special 
interest. Reference is made thereto in Press Clippings 
department in this issue of CALIFORNIA AND WESTERN 
MEDICINE. 


British Find Beveridge Plan Not Unalterable.— 
The Churchill government has pigeonholed the Beveridge 
Plan for British “social security” and devised a substi- 
tute which, while it retains “cradle to the grave” insur- 
ance, lowers considerably both the contributions of the 
insured and the benefits to be p-id them. 
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The news will come as a shock to the “social planners” 
in this country who have held up the Beveridge Plan 
as the criterion for American legislation, and insisted 
that the movement for extreme regimentation is growing 
in force in England and that this country must follow 
suit. 

While too many conclusions cannot be drawn from 
the insufficient evidence at hand, it seems likely that the 
modification of the plan indicates that sentiment for 
regimentation in England is getting weaker instead of 
stronger. 


Honors to Dr. J. C. Geiger, Director of Public 
Health, City and County of San Francisco.—On Au- 
gust 23, 1944, the Faculty of Medicine, the University 
Senate and the Board of Administrators of Tulane Uni- 
versity of Louisiana, requested Dr. J. C. Geiger to make 
the Commencement address at its largest Commence- 
ments ever to be held, on October 14, 1944, in New 
Orleans, Louisiana. 


At that time the honorary degree of Doctor of Science 
was conferred upon him, this being his second honorary 
degree to be so received from this University. The cur- 
rent citation is as follows: 


“A noted epidemiologist, a medical officer of health 
and author of excellence, and Tulane’s most distinguished 
alumnus.” 


Honors from Peru.—His Excellency, the President of 
Peru, recently bestowed upon Dr. J. C. Geiger the 
Decoration of the Heraldic Order El Sol Del Peru in 
the class of Knight Commander. The citation follows: 


“As President of the San Francisco Chapter, Pan 
American Society, Dr. J. C. Geiger has aided materially 
in fostering and cementing friendly relations between 
countries of the Americas; as a teacher of preventive 
medicine and public health in universities, medical officer 
of health and chief of hospitals, he has added much to 
the glorious chapter of the prevention of disease.” 


The Order of the Sun of Peru was founded in 1821 
by the great liberator, San Martin, and is the oldest in 
Latin America. 


“Urology Award.—The American Urological Asso- 
ciation offers an annual award ‘not to exceed $500’ for 
an essay (or essays) on the result of some specific 
clinical or laboratory research in Urology. ‘The amount 
of the prize is based on the merits of the work pre- 
sented, and if the Committee on Scientific Research deem 
none of the offerings worthy, no award will be made. 
Competitors shall be limited to residents in urology in 
recognized hospitals and to urologists who have been in 
such specific practice for not more than five years. All 
interested should write the Secretary, for full particulars. 


“The selected essay (or essays) will appear on the 
program of the forthcoming June meeting of the Amer- 
ican Urological Association. 


“Essays must be in the hands of the Secretary, Dr. 


Thomas D. Moore, 899 Madison Avenue, Memphis, Ten- 
nessee, on or before March 15, 1945.” 


Lack of Salt May Be Cause of Poliomyelitis.— 
Lack of sufficient salt in the body may be one of the fac- 
tors that predispose a child to poliomyelitis, according to 
Dr. James F. Rinehart, professor of pathology in the 
Medical School on the San Francisco campus of the 
University of California. 


The facts that infantile paralysis epidemics always 
come in the summer months when copious perspiration 
removes salt from the system, and that active, robust 
children are more likely to be stricken, suggest that salt 
depletion may be one of the causes of susceptibility, Dr. 
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Rinehart points out. Likewise the disease seems to attack 
those children who recently have been physically over- 
active. 

Studies of 30 patients by Dr. Rinehart during a recent 
epidemic revealed that the whole blood chloride concen- 
trations were generally lowered, and the spinal fluid con- 
centrations were moderately lowered. ‘The cell volumes 
were increased, which might indicate that the depletion 
of salt in the serum caused a flow into the blood cells. 


Further clinical studies as well as animal investigations 
were recommended by Dr. Rinehart. He also ‘suggested 
that in the meantime children should be given plenty of 
salt in the summer months to make up for the large 
amounts excreted by the body in perspiration. 


New Lamp Treatment Extends Activation Period 
of Vaccines——A newly developed ultra-violet lamp 
which kills or inactivates bacteria and viruses in less 
than one second may revolutionize the production of 
vaccines according to five Chicago physicians. 


They report that the new method kills or inactivates 
bacteria and viruses in a fraction of a second by expos- 
ing continuously flowing films, less than 1 millimeter in 
depth, to the rays of the lamp. 


With this method there is a minimum loss of anti- 
genicity, or ability to produce antibodies when the vaccine 
is introduced into the body, the Journal said, and ex- 
plained there is undue destruction of antigenic properties 
in the usual method of inactivation with heat or chemi- 
cals, 


Experiments indicated that vaccines prepared with the 
new method retain their strength for longer periods, and 
irradiated rabies vaccines showed no loss of potency after 
having been stored for six months at icebox temperature. 
Phenolized vaccines deteriorate rapidly when stored at 
these temperatures, the magazine declared. 


The vaccines were tested on animals by Dr. Sidney O. 
Levinson, Albert Milzer, Howard J. Shaughnessy, John 
L. Neal and Franz Oppenheimer, working at Michael 
Reese Hospital and the Division of Laboratories, Illi- 
nois Department of Health. 


Special Health Magazine.—The August (1944) issue 
of The Railroad Journal is a special number devoted to 
American Health. Considerable time and effort have 
been spent in assembling the interesting and valuable 
material appearing in this issue and the contents should 
be of interest to physicians. Copies have been placed on 
file in the Lane, U. C. and Los Angeles medical libraries. 
The National Physicians Committee was instrumental in 
suggesting this special issue to the Editors. 


Seventh Annual Forum on Allergy.—The Seventh 
Annual Forum on Allergy will be held in the Hotel Wil- 
liam Penn, Pittsburgh; Pennsylvania, on Saturday and 
Sunday, January 20-21, 1945. This is a meeting to which 
all reputable physicians are most welcome, and where 
they are offered an opportunity to bring themselves up 
to date in this rapidly advancing branch of medicine by 
two days of intensive postgraduate instruction. 

This international postgraduate society was founded in 
1938 at Cincinnati, Ohio, to provide a place in which to 
review the progress of clinical allergy, to provide in 
peace times a Forum for the younger members, and to 
offer intensive postgraduate instruction in allergy to phy- 
sicians working in other fields. 

In 1940 the name was changed to correspond to the 
international character of its attendance and the Forum’s 
Gold. Medal and annual oration were established as a 
means of recognizing outstanding contributions to clini- 
cal allergy. 

This year the Marcelle prize has been established and 
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will be given to the authors of the best papers on Allergy 
appearing in the American medical literature during the 
year. The first prize will be for three hundred and fifty 
dollars and the second prize for one hundred and fifty 
dollars. The awards will be based on the decision of a 
jury of distinguished allergists. 


For further information, copies of the book and 
registration, write Jonathan Forman, M.D., Director, 956 
Bryden Road, Columbus 5, Ohio. 


$400,000 Health Aid.—Control and eradication of 
tuberculosis is a major health problem facing the nation, 
Dr. Wilton L. Halverson, State director of public 
health, told northern California health officers’ meeting 
on October 19 in the State Building, San Francisco, to 
map a postwar health program. 


Dr. Halverson said California was scheduled to re- 
ceive approximately $400,000 of a $10,000,000 fund set 
up by Congress to fight tuberculosis, and he urged the 
delegates to coéperate by seeking out tuberculosis vic- 
tims, isolating them, and utilizing all available means to 
fight the disease. 


University of Texas Medical School: Dr. Chauncey 
D. Leake, Dean.—In its issue of September, the Texas 
State Journal of Medicine, prints the following: 


Medical Branch Texas State University Again in 
Spotlight—In a report to the Board of Regents of the 
State University, President Dr. Rainey recently raised 
the question as to whether the Medical Branch of the 
University should be removed from Galveston to some 
other center in the State. He recommended such re- 
moval, and to Austin, where it could be merged with 
the Main University. While the question is of course 
a highly controversial one, and certainly the Journal 
can hardly voice an opinion in the matter unless and 
until the Association formally sets up a policy with re- 
gard thereto, however, the situation is of such importance 
that it should receive the attention of the medical pro- 
fession of the State... . 


Dr. Chauncey D. Leake, Dean of the Medical Branch 
of the University, is not in favor of the proposal of Dr. 
Rainey that the school be removed to Austin or any- 


where else. He submits the following facts pertaining 
to the Medical Branch: 


“1. Value: Land, buildings, equipment, carried at cost 
as of August 31, 1944, at $4,463,346.64, not counting State 
Psychopathic Hospital nor Stewart Convalescent Home. 


“2. Standing: Medical School fully approved by Coun- 
cil on Medical Education and Hospitals of American Med- 
ical Association and by Association of American Medical 
Colleges ; Nursing School fully approved by State Board 
of Nurse Examiners, only accrediting agency recognized 
by American Medical Association; John Sealy Hospital, 
one of only seven Texas hospitals approved by American 
College of Surgeons, and by Council on Medical Educa- 
tion and Hospitals of American Medical Association for 
interne and resident training, and whose nursing training 
is approved by State Board of Nurse Examiners; Cur- 
ricula for medical laboratory technicians and physio- 
therapists approved by Council on Medical Education 
and Hospitals, American Medical Association. 


“3. Staff: Need 200 teachers (1 per 10 students per 
course, with 20 major courses and 100 students per 
course), have 174; had 158 in 1943; 86 in 1939. Clinical 
teachers now 66, with 33 on ‘full-time,’ not engaged in 
private practice. In military service, 18... . 


“4. Clinical Material: Need at least 5 beds per clinical 
student, or 1,000 bed hospital. Have 420 bed hospital 
(State Psychopathic Hospital, 100 beds, closed). For 
fiscal year ending September 1, 1943, had 2,365 Galves- 
ton charity patients, for 32,953 patient-days; 3,001 state 
referred charity patients, for 64,055 patient-days; 3,988 
pay patients, for 52,654 patient days, at average patient- 
day cost of $4.90; 1,275 state referred patients were 
admitted through diagnostic clinic on physicians’ requests 
from 124 counties in the state (balance from state 
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agencies). State appropriation for year for hospital was 
$391,000. Waiting list daily over 60. With more beds and 
more support many more patients could be handled. Out- 
patient visits to the Clinic totaled 101,432 for the year, 
or about 300 per operating day. 

“5. Sealy and Smith Foundation: Charted solely for 
support of John Sealy Hospital; operates with regents 
$700,000 trust fund; has potential assets over $15,009,000. 
Now offers University $1,500,000 for erection of general 
hospital, planned in 1939, to provide needed beds. .. . 

“6. Health Program: For benefit of people of state, to 
utilize for health education and research, suitable health 
facilities wherever they may exist in the state. Implied 
is coérdination of Medical School, Nursing School, and 
technicians curricula at Medical Branch, Galveston, for 
undergraduate and postgraduate teaching and research, 
with preceptorial centers for such efforts. ... 


The following resolution pertaining to the Medical 
Branch of the University, recently prepared by the Medi- 
cal Committee of the Board of Regents, was adopted by 
the Board: 


“We, your Medical Committee, recommend that the 
Board of Regents of the University of Texas express to 
the staff and faculty of the Medical Branch our sincere 
appreciation and our full and complete confidence for 
the successful organization, codperation and accomplish- 
ments that have been done and performed by those 
directly responsible for the conduct and operation of the 
Medical School since it has been under the supervision 
and control of Dr. Leake. The administration of the 
Medical School has had and now has the complete 
coéperation of and the unified efforts of every depart- 
ment and faculty member of said Medical School as well 
as the very generous coéperation and confidence of the 
Sealy-Smith Foundation which has for many years been 
the principal benefactor of the Medical Branch, without 
which the school in the past could not have been suc- 
cessfully conducted.” .. . 


San Francisco Health Survey to Start in 30 Days.— 
Before November, experts of the American Public 
Health Association will conduct a survey here of the 
city’s Health Department. 

The checkup, according to Chief Administrative 
Officer Brooks, is expected to bring answers to many 
questions, including these: 

1. Is the city getting its money’s worth? 

2. Should the department of public health be inde- 
pendent ? 

3. Are existing facilities adequate and being used to 
best advantage? 

4. Are city hospitals concentrating too much on train- 
ing young doctors and too little on care of indigents? 

5. Are taxpayers paying too much for scientific ex- 
periments in the guise of care for indigents? 

6. Are there too many part time doctors on payrolls? 

7. Have recently inaugurated consolidation of health 
inspection services gone too far or not far enough? 

Brooks explained that no one health department is 
under fire. 


Child Clinics Make Medical Affiliations.—Closer 
affiliation of child guidance clinics with medical institu- 
tions such as hospitals, psychiatric hospitals, and medical 
schools, is one of the recent trends in child psychiatry, 
according to Dr. Karl M. Bowman, professor of 
psychiatry on the San Francisco campus of the Univer- 
sity of California. 

In many cases child psychiatry can be done best in a 
medical atmosphere rather than in one that is educa- 
tional. For instance, psychiatric clinics for children 
attached too closely to the school system often suffer 
political pressure; likewise some problems of children, 
such as sex, are better handled in a hospital setting, Dr. 
Bowman says. . 

Psychiatric wards for children in many parts of the 
country have been built, but often have remained idle 
because of insufficient funds for operation. This is a 
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great waste because there is need of further study of the 
psychiatric problems of children, particularly in linking 
up the relationship between the simple behavior prob- 
lems of children with the early signs of serious types of 
mental disorders, Dr. Bowman indicates. 


Press Clippings.—Some news items from the daily 
press on matters related to medical practice follow: 


Nobel Prizes in Medicine to Three Americans 


Year’s Award Made for Study in Nerve Functions; 
Sandburg Mentioned as Likely Winner 


Stockholm, Oct. 26.—(A.P.)—Award of Nobel prizes 
in medicine to four scientists now in the United States, 
three of them Americans, was announced tonight by the 
Nobel Foundation. 

The 1944 award, covering work in both physiology and 
medicine, went to Joseph Erlanger, professor of physi- 
ology at Washington University, St. Louis, and Herbert 
Spencer Gasser of New York, director of the Rockefeller 
Institute, for their studies of the different functions of 
the individual nerve threads. 

The 1943 award, being made after a year’s delay, was 
shared by Edward Adelbert Doisy, professor of bio- 
chemistry): in the St. Louis (Mo.) University School of 
Medicine, and Henrik Dam of Copenhagen, now at 
Strong Memorial Hospital, Rochester, N. Y. 

The prize for 1943 was for the discovery of the chem- 
ical nature of the “K” vitamin. 

The 1944 award for medicine is worth 121,841 kroner 
($29,059.08), which will be divided between the two 
winners. The 1943 prize is worth 123,690 kroner ($29,- 
500.07) and also will be divided by the winners. 

Two prizes also may be awarded this year in physics, 
two in chemistry and one in literature.‘If an award for 
literature is made, it probably will be announced Novem- 
ber 9. Two persons who have been mentioned as possible 
winners are Johnnes V. Jensen, Danish author of “The 
Long Journey,” and Carl Sandburg, the American poet. 
There will be no award for peace this year. 

Announcements of the winners of each of the prizes 
is made separately by the academies which make the 
selections. The winners in medicine were ‘chosen by the 
Caroline Medical Institute in Stockholm.—San Francisco 
Examiner, October 27 


Service Physicians Count on You 


.--In explaining the disinclination of some members 
to serve on committees, one of our doctors said a short 
time ago that not a few of his colleagues were critical of 
organized medicine on a national level because it had 
gained public ill will and was doing nothing to put 
itself in a more favorable light. In this respect, he said, 
it had failed in its obligations to its membership. 

Well, this might be argued pro and con. But the 
fact remains that organized medicine is made up of 
medical societies and they, in turn, are made up of 
individuals. Each has a job to do. All have spheres of 
influence. None can escape responsibility for whatever 
happens to medicine. 

So let it not be said of our Medical Society or of us 
as individuals that according to our abilities we failed 
to interest ourselves in the welfare of the people and 
the medical profession. This is a duty we owe not only 
to ourselves and our Society but to our men in the 
services, who are unable to perform the functions which 
they would in normal times. We must not let them 
down.—President’s Page in Medical Annals of District 
of Columbia. 


Richmond Unions Seek More Doctors for War Workers 


Richmond, Aug. 31.—Absenteeism and lowered morale 
among war workers were the main targets of a meeting 
recently called by the Bay Area Joint Labor Health 
Council. The confab brought together representatives of 
the CIO, AFL, government and medical profession. 

The meeting was stimulated by the lead of a highly 
successful meeting called two weeks ago by the San 
Pedro Labor Health Committee, and heard experiences of 
rank and file members of the Joint Health Council’s con- 
stituent unions in securing medical care. 

Stories painted a picture of long waits in doctors’ 
offices, futile efforts to get essential home visits and other 
aspect. of the general deterioration of medical service 
and its resultant reflection in absenteeism. 

Dr. Harold Fletcher, chairman of state Physicians Pro- 
curement and Assignment said that this agency had esti- 
mated seven months ago that a minmium of from eight 
to 10 additional physicians were needed in Richmond if 
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the ratio of doctors to the population were to be raised 
from 1 to 5,000 to a safer proportion. 

Dr. Fletcher said as a result of joint effort on part of 
the state medical association and California Physicians’ 
Service, an emergency medical center with one full time 
physician was established, but noted a lack of publicity 
added to the inadequacy of the service. 

Sec. Roy Sturtevant, Contra Costa: CIO Council urged 
all unions to publicize the project. 

While no question existed as to the need for more doc- 
tors in the Richmond area, Dr. Fletcher said his organi- 
zation was at a loss as to where to get additional forces. 

He said the agency has no authority to control the 
movement of physicians from an area of abundance to 
one of scarcity. 

Saul Wachter, member of the AFL Technical En- 
gineers’ Local 489, declared the shortage could be elimi- 
nated by the granting of funds and authority to the U. S. 
Public Health Service. to commission doctors for medical 
care purposes in areas of need.—San Francisco Labor- 
Herald, September 1. 


Medical Center Treated 389 at Monthly Clinic 


Relieving to some extent the shortage of medical aid in 
this community, the Medical Center at 4800 Cutting 
boulevard last month treated 389 cases in its clinic and 
the two doctors on duty made 138 house calls. 

The registration of 416 patients during August indi- 
cates that residents of Richmond are becoming aware of 
the facilities of the organization when it is considered that 
only 34 patients made use of the Center’s service during 
its first month of operation in May. 

The Medical Center was opened then under the spon- 
sorship of the California Medical Association and has 
been administered by the California Physicians’ Service. 
The Center was opened following a survey by the State 
Physicians’ Service which showed the deplorable discrep- 
ancy between the number of doctors and the population 
here. 

The Center is open 24 hours a day with a doctor on 
duty at all times. During the day Elodie Hogan, a reg- 
istered nurse, is in charge. 

In August flu was the predominant disease treated, 
with 107 cases cared for by the Medical Center. Next in 
number were cases of skin infection, numbering 70. 
Fifty-five cases of cuts, bruises and minor injuries were 
treated, and 33 cases of communicable diseases, mainly 
measles and whooping cough, were attended.—Richmond 
Independent, September 12. 


Physicians’ Service Plan Outlined by Physician 

Meeting with Mrs. J. F. Roberts, president of the 
Women’s Auxiliary, Humboldt County Medical society, 
the group heard an interesting talk by Dr. J. S. Wool- 
ford, who discussed and explained the California Physi- 
cians’ Service.. 

Dr. Woolford explained that advances in medical edu- 
cation during 40-year period have resulted in fewer doc- 
tors and have caused increases in the cost of medical care. 
One of the first surveys on the cost of medical care was 
made by Dr. Ray Lyman Wilbur when he was Secretary 
of the Interior. After the survey Dr. Wlibur was instru- 
mental in forming the California Physicians’ Service, a 
prepaid medical plan provided by doctors for low and 
middle-income groups, according to the speaker. 

This medical service, Dr. Woolford said, is now avail- 
able to Humboldt people and additional information may 
be obtained by calling 2727. The plan offers the indi- 
vidual unrestricted choice of physicians and hospitals. 

The auxiliary conducted a business session after which 
they enjoyed refreshments and a social hour. Others 
present were Mrs. Max Todd, Mrs. Allen Watson, Mrs. 
Carl Mathewson, Mrs. W. J. Quinn, Mrs. Lawrence Wing, 
Mrs. Darrel Broderick, Mrs. Joseph F. Walsh, Mrs. 
Nathan Wasserman.—Eureka Standard, October 6. 


Health Program to Be Pressed 

Plans were recently made at a meeting of the Codrdi- 
nating Health Council of the Vallejo Housing Projects 
to put a long-delayed public health. program into opera- 
tion, according to an announcement made by Dr. H. R. 
Quinney, chairman of the Vallejo Housing Authority. 

The meeting which was held in the Victory Auditorium, 
was attended by members of the Tenant and Health 
Committees of Chabot, Federal Terrace, Victory-Solano 
and Hillside Dormitories. Dr. Quinney presided. 

The committee, originally formed to promote such a 
health program, has devoted most of its time during the 
past year to problems raised by the California Physi- 
cians’ Service, but the recent formation of another group 
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to handle the CPS work frees the health committee for 
its original purpose. 

Others attending the meeting were Carmel McKay, 
education director of the Solano County Tuberculosis 
Asosciation, and Mrs. Lorraine Kaufman, health serv- 
ices advisor.—Vallejo Standard, Septmeber 14. 


Osteopathic College of Los Angeles Grants Honorary 
‘ Degrees 

Six honorary degrees were awarded by the Los Angeles 
College of Osteopathic Physicians and Surgeons at its 
48th annual commencement exercises when 53 students 
were graduated on October 4. The class went without 
vacations to complete the four-year course in three 
yeats. 

Dr. John W. Harbeson, president cf Pasadena Junior 
College, was awarded the honorary degree of Doctor of 
Humane Letters and Rabbi Edgar F. Magnin of Wil- 
shire Boulevard Temple, who: made the address to the 
graduates, the degree of Doctor of Humane Letters 
Others honored and the degrees presented were: Dr. Glen 
R. Philips, Doctor of Humane Letters; Florence M. Irish, 
Doctor of Humanics; Dr. Richard A. Sheppard of Cleve- 
land, Ohio, president of the American College of Osteo- 
pathic Surgeons, Doctor of Science; Dr. Ernest Sisson of 
Oakland, pioneer of California osteopathic physicians, 
Doctor of Science. 

Presentation of candidates was made by Dr. Earle L. 
Garrison, dean of the college, and degrees were conferred 
by Dr. W. Ballentine Henley, president of the college.— 
Los Angeles Times, October 4. 


Columnist Chester Rowell on Social Security and 
Health Insurance 


“Social progress in America did not begin in 1933.” 

The first great break toward social insurance came un- 
der President Theodore Roosevelt, whose proclamation 
in favor of workmen’s compensation started the move- 
ment which secured its early adoption by most Republi- 
can States and few Democratic ones. 

Other social security reforms were passed in Wisconsin 
under then Republican Governor Robert LaFollette, 
senior, and by Charles Evans Hughes, then Republican 
Governor of New York. The most comprehensive social 
program was that enunciated in the platform on which 
Hiram Johnson was elected Governor of California in 
1910 and proposed in his inaugural address to the Legis- 
lature of 1911. And of all of them it was the only one 
practically completed the year it was proposed. 

The railway labor act, old age and unemployment in- 
surance and many other such measures were already 
laws, supported by both parties, long before 1933. And 
even the additional ones, adumbrated by Mr. Roosevelt 
in his Commonwealth Club speech in 1932, and in his 
inaugural address in 1933, did reflect what Mr. Dewey 
now calls a “climate” of confidence. But they were not in 
the platform on which he ran and was elected, all of 
which he repudiated after election, and they did pro- 
pose certain measures, most of which did not work, 
while many of the others were found unconstitutional. 

This is not to deny Mr. Rosevelt credit for this 
“climate,” and such of his measures as time has ap- 
proved. It is merely to question his claim to a monopoly 
of them and to the Hitlerlike fiction that history began 
with him. ... 

But now comes Dewey. . . . He proposes, not to “pre- 
serve” the Roosevelt reforms, but to go on from there to 
still more advanced ones. Some of these, as did Roose- 
velt, he may later find too ambitious to be put quickly 
into practice. But he has the “climate,” and the people 
have confidence that somehow he will carry it out. And 
they are glad to find him specific and unafraid—the very 
thing his original backers did not dare, but also will not 
dare repudiate. 

The one exception is public health. After all, Mr. 
Dewey is running as the nominee of the opposition, and 
it is his business to oppose. ... The best organized of 
these groups are the medical doctors under the political 
leadership of Morris Fishbein. So Governor Dewey goes 
after them. 

Doubtless Dewey knows better. If not, he will soon 
learn, whenever he tries to put into practice the Fish- 
bein contradictions. The people want not less but more 
health insurance. But the Fishbeinites do not want that 
in the only way the doctors can be paid for it. 

The administrative difficulties of extending the system 
to farm laborers, small farmers, small shops, domestic 
servants and the self-employed have already forced re- 
sort to other methods wherever tried. For these there 
must be “medical” and not merely “hospital’’ benefits, 
and the doctors must get their pay. 
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This does not make suzh indirections idealistically im- 
peccable. But when before did a campaign stop only as 
short as this of perfection? 

It is a part of American free speech for informed 
critics to point this out. .So, if they like, may the Fish- 
beinites. But they have nowhere else to go—not to 
Roosevelt, certainly. . . .—San Franciso Chronicle, Sep- 
tember 26. 


The Western New York Medical Plan 


Insurance for medical and hospital care is here to stay. 
Whether it remains on a voluntary basis, the real Ameri- 
ean way, or is made compulsory with regimentation 
both of the medical profession 2nd the public depends 
largely on the way the Medical Profession is willing to 
participate in the present voluntary Plans. The time is 
short. The advocates of Federalized Medicine are very 
active and have many supporters, and we physicians need 
a united front to offset the very serious drive to make us 
political tools. There is danger not only in the Federal 
picture but also in the State. Look at what Mayor La 
Guardia is attempting to do in New York City, and the 
threats that are made if physicians will not codperate. 

Your Western New York Plan is showing a very 
healthy growth, but we must move faster. We physi- 
cians of Western New York must not fail in our duty 
to do all in our power to keep our plan successful... . 

You are urged to read the editorial in the New York 
State Journal of Medicine. 

Physicians of Western New York study your Medical 
Plan. Know its provisions. Tell your patients about it. 
Keep literature in regard to it in your waiting rooms 
and hospitals. Accept patient-members graciously and 
please send in your service notices and bills promptly.— 
Bulletin Medical Society, County of Erie, and Buffalo 
Academy of Medicine, September, 1944. 


Kaiser Predicts 30 Million Jobs in Postwar Indusrty 


NEW YORK, Oct. 17 (AP)—Henry J. Kaiser told: the 
New York Herald Tribune forum tonight that by present 
indications there should be 30,000,000 post-war jobs in 
aircraft, automobile, construction, transportation and 
service industries alone. 

Kaiser, shipbuilder, said he was convinced that 2,000,- 
000 homes should be built for ownership or rental in the 
first year and a half after conversion. 

General Eisenhower, in a message, urged Americans 
to recapture the “terrific unity” the Nation possessed 
after Pearl Harbor. 

Kaiser urged construction of modern hospitals in 1000 
communities in the first year after the war. 

Kaiser also told the forum that the cost of health serv- 
ice “well within the reach of all” might be “incorporated 
in the monthly payments” on homes. 

General Eisenhower’s message was read by Colonel 
Warren J. Clear, General Staff Corps. It said the United 
Nations forces “are opposed by an enemy battling with 
utter desperation,” and added “there will be bitter fight- 
ing ahead.” 

Bernard M. Baruch, special adviser to the director of 
war mobilization, told the forum that ‘‘peace can be just 
about what America makes it,” and that world security 
would be attained “if we provide jobs for all.”—San 
Francisco Chronicle, October 18. 


Medical Aid Not Sought on Health Appointment 


Placer County Supervisors have instructed that a letter 
be written to Dr. Robert A. Peers, secretary of Placer, 
Nevada and Sierra County Medical Society, the proposal 
a committee of three doctors be appointed to discuss ap- 
pointment of a health officer in Placer County is ‘not 
agreeable to the board.” 

The board took the position it would consider any man 
recommended by the Medical Society of Placer County 
for appointment as health officer, but that it would not 
deal directly with the committee appointed by the society. 
-——Sacramento Union, October 11. 


Dr. Herbert True, Ill, Ils Taken to Home in Sacramento 


Dr. Herbert F. True, Sacramento health officer, who 
was stricken with a serious illnes while vacationing in 
Santa Cruz early this month, was taken to his home on 
September 25. 

His condition is reported to be improved, although he 
is not permitted to have visitors at this time. 

City Manager Elton B. Sherwin has granted Dr. True a 
three month leave of absence. During his absence, Dr. 
W. W. Cress, chief of the emergency hospital staff, will 
serve as city health officer.—Sacramento Bee, Septem- 
ber 26. 
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Intern Doctor Writes Medical Men’s Music History 


“The science of medicine is not one which confines its 
students to the study of anatomy and bodily ills—instead 
many noted physicians have laid down their scalpels and 
picked up batons or composer’s pens.” 


So concluded Dr. Willard Lee Marmelzat, 25-year-old 
Los Angeles Queen of the Angels Hospital intern, who 
has been awarded the William Osler Medal, symbolic of 
the most outstanding annual contribution made in the 
field of medical history. 

Begun while he was a student at Tulane University 
Medical School where he was graduated last February, 
the 30,000-word monograph which Dr. Marmelzat has en- 
titled “The Musical Sons of Aesculapius,” is expected 
to be published soon.—Los Angeles Times, October 14. 


Dr. Rohrbacher to Reopen Office in Stockton 


Dr. George H. Rohrbacher, Stockton specialist in der- 
matology, who has just been retired from the United 
States Army due to physical disability, with the rank of 
lieutenant colonel, will reopen his offices in the Medico- 
Dental Building about November 15. 


Lt. Col. Rohrbacher served in the South Seas two 
years. He was in charge of the 138th Station Hospital 
in Townsville, Queensland, Australia. At one time he 
was in charge of sanitation and medical services in the 
Darwin area. He entered active service in World War 
II on March 3, 1941, when the 143d Field Artillery was 
called to the colors. 


Before resuming practice he will attend a medical 
school in New Orleans for about six weeks to “brush 
up” in various phases of his profession. Dr. Rohrbacher 
will be associated with Dr. Eric Rosenberg, who has been 
in charge of his offices since Dr. Rohrbacher went to war. 
—Stockton Record, September 22. 


Banning (Riverside County) Homes Medical Plan Ends 


Banning Homes’ pre-paid medical plan, sponsored by 
the California Physicians’ Service, was discontinued July 
15 for lack of required 90 per cent participation. 


The plan attracted about half of Banning Homes’ 2000 
families. Howard Holtzendorff, Housing Authority execu- 
tive director, reported. 


The Federal Public Housing Authority in San Fran- 
cisco notified Holtenzendorff that it no longer could con- 
tinue to subsidize the plan as it has during its year’s 
existence. 


Steps are being taken now to staff the Banning Homes’ 
medical center with two doctors who will attend residents 
on a fee-for-service basis.—San Pedro Shipyard Worker. 
July 13. 


Blue Cross Plan Claims Big Gain in Members 


Chicago—(AP)—Nearly 15,000,000 persons now are en- 
rolled in the nonprofit Blue Cross plan for paying hospi- 
tal bills, and more than 1,011,000 are members of the 
medical service plans coérdinated with Blue Cross Hos- 
pitalization, Dr. C. Rufus Rorem, director of the Amer- 
ican Hospital Association Service Plan Commission, said 
yesterday.—Sacramento Union, July 28. 


Chiropractors 
Their Annual Convention Selects “Perfect Backs”! 


A thousand chiropractors from all parts of the country 
are gathered here today for the twenty-second annual 
National Chiropractic convention, it was announced by 
Dr. Charles H. Wood, convention host. 

Three daily sessions will be held at the convention 
offices, 920 Venice Boulevard, with lectures and demon- 
strations of new techniques presented by leading members 
of the profession, Wood said. 

Pretty Miss Margaret Marquis, 25, of 730 Maple Street, 
Burbank, was selected among 20 girls as having the most 
perfect back at the preconvention dinner-meeting held by 
the Santa Monica District, California Chiropractic Asso- 
ciation, in Santa Monica yesterday. Runners-up were 
Edna Rivers and Evelyn Most, both of Santa Monica.— 
Los Angeles Herald and Express, August 28. 


Depleted Doctors’ Ranks May Be Aided by Women 

Because of the limited supply of physicians, there soon 
may- be an increase in the number of women medical 
students. 

Reporting also, as another wartime trend, that several 
states are contemplating the formation of new medical 
schools “to. provide doctors for rural communities,” the 
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Journal declared that such moves will not solve this 
problem. 

“We may expect increases in the enrollment of women 
in the next entering classes, with the current limitations 
on the supply of qualified men,” is a statement made in a 
report by the A.M.A. Council on Medical Education and 
Hospitals. 

“However, it is not apparent that there is a large reser- 
voir of qualified women students interested in and pre- 
pared to study medicine . . . Should schools determine 
to admit a considerably large proportion of women in the 
future, they would probably be unable to do so without 
accepting students with qualifications inferior to those 
required in the past from either men or women.” 

Discussing the lack of physicians in some rural areas, 
the report said: 

“New and more medical schools will not solve the 
problem of distribution of medical care. 

“There is no assurance that more doctors will practice 
in rural communities if more doctors are produced. The 
rate of production of doctors and their adequate distribu- 
tion are independent problems.”—Long Beach Press-Tele- 
gram, August 17. 


Keep U. S. Physicians Out of Politics 


The recent report of selective service officials that one- 
third of our population lack physical fitness may be 
seized upon by proponents of socialized medicine as an 
argument in favor of the Murray-Wagner-Dingell bill in 
Congress which calls for compulsory health insurance. 

One selective service official declared: “Health is a 
major manpower problem and it will require the all out 
effort of everyone to correct this situation and prevent 
a recurrence.” 

With this statement we can agree. But it should not 
be taken to mean that all the people of the nation should 
be saddled with a heavy tax in order to meet the needs 
of the ailing one-third. It should be remembered that 
under the Murray bill social security payroll taxes would 
jump from the present one percent to six percent for 
both employers and employees. 

In our anxiety to correct a bad situation we are in 
danger of creating other conditions which, in their way, 
are equally undesirable. It has been pointed out that 
socialized medicine would have a demoralizing effect on 
the medical profession. It would make federal employees 
out of our physicians. 

The United States Public Health service has been given 
authority to make grants-in-aid or medical research in 
public or private institutions, increase appropriations to 
states engaged in general public health work, establish 
a national tuberculosis program, and foster preventive 
medicine. 

It would seem that such codperation by the government 
with both public and private agencies is one of its legiti- 
mate functions in carrying out any public health program, 
It is not compulsory, but it does provide a basis for 
coérdinating the medical facilities of this nation, and 
making the results of medical education, research and 
practice available to individuals, doctors, and hospitals 
in every city and rural community. 

If the hand of politics can be kept out of the United 
States Public Health Service it can be the focal point 
for encouraging rapid strides in progressive American 
medicine. 

Coérdinating public and private health activities for 
the benefit of all the people is far better than socialized 
medicine for one-third of all the people financed by the 
entire group. This, without destroying the initiative of 
American medicine by creating a national medical monop- 
oly and compulsory medical practices, is the goal that 
must be kept in sight. 

If there is any agency of government that should 
co8perate with all health agencies it is the United States 
Public Health Service. Let us hope that it will be its 
policy and that private medicine may work with it with 
a feeling of security rather than fear. 


George Gordon Byron (1788-1824)—Was it a 
form of talipes or Little’s Disease? Were one or both 
feet affected? Whatever the true nature of the deformity, 
it affected the life of the embittered Byron. This re- 
markable man, to whom walking was a sore task, might 
have become an illustrious soldier, besides a great poet 
and rather promiscuous lover, and his noble verses might 
then have told tales of even greater epic beauty. Byron 
never permitted anyone, not even his physician in his last 
illness, to view his deformity—Warner’s Calendar of 
Medical History. 
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MEDICAL JURISPRUDENCE} 


Hartity F. Peart, Esq. 
San Francisco 


California Workmen’s Compensation Act as it Affects 
Physicians and Surgeons 


This is the third of a series of articles commencing 
in the September, 1944, issue of CALIFORNIA AND WEsT- 
ERN MepIcINE, with reference to the above subject and 
with particular emphasis being placed upon the fees of 
physicians and surgeons in industrial accident cases. 

After the various proceedings described in Medical 
Jurisprudence articles of the September and October 
issues of CALIFORNIA AND WESTERN MEDICINE, on the 
petition by the California Medical Association for the 
adoption of a new fee schedule for industrial accident 
cases, the Industrial Accident Commission, on July 18, 
1944, adopted an order providing for a surcharge over 
the existing fee schedule. The resolution of the Indus- 
trial Accident Commission providing for a 15 per cent 
surcharge reads as follows: 

“Whereas, In recognition of the increased cost involved 
in the furnishing of medical services under present war- 
time conditions, an overwhelming majority of the insur- 
ance carriers and self-insured employers have volun- 
tarily agréed with the California Industrial Accident 
Commission to pay a 15 per cent surcharge on all fees 
covered under the existing California Medical Fee Sched- 
ule; therefore be it 

“Resolved, That the Industrial Accident Commission 
does hereby authorize this surcharge, which is to be 
effective as to all medical and related services rendered 
under the provisions of the California Workmen’s Com- 
pensation laws on and after August 1, 1944, same to 
continue for the duration of the war. ‘Duration’ is de- 
fined as extending until six months after the cessation 
of all hostilities in which the United States is now en- 
gaged; further 

“Resolved, The term ‘medical and related serivces’ 
shall include x-ray, laboratory and physiotherapeutic 
services, whether furnished by practicing physicians, 
laboratories or hospitals; further 

“Resolved, Medical charges on cases presently under 
treatment shall be segregated so that services furnished 
prior to August 1, 1944, will be charged for on the 
basis of the then existing medical fee schedule, and the 
surcharge of 15 per cent shall be applied only to treat- 
ments and services on and after that date; further 

“Resolved, That the Commission hereby declares its 
intention to ask the various parties at interest—the 
medical fraternity, self-insurers, insurance carriers and 
the appropriate State Departments—to form a study 
Committee for the purpose of collaborating on a perma- 
nent medical fee schedule to become effective after the 
‘duration’.” 


The result of this surcharge order is that every physi- 
cian rendering professional services in industrial injury 
cases is entitled to receive for his services, a fee not less 
than the fee prescribed in the old fee schedule, plus 15 
per cent. 


It has come to the attention of the California Medical 
Association that some of the insurance companies writing 
workmen’s compensation insurance have asked that phy- 
sicians rendering services in industrial cases agree to 
continue under the old fee schedule and to waive the 15 
per cent surcharge authorized in the Commission’s order 
above quoted. The allowance of a 15 per cent surcharge 
is an official act of the Industrial Accident Commission 
so that the present fee schedule, which sets out minimum 
fees, is the old schedule plus 15 per cent. Any member 
of the California Medical Association who agrees with 
any insurance company to charge less than this approved 
schedule is, in substance, guilty of fee splitting. In addi- 
tion, any physician so doing is guilty of violating the 


} Editor’s Note.—-This department of CALIFORNIA AND 
‘WESTERN MEDICINE, presenting copy submitted by Hartley 
F. Peart, Esq., will contain excerpts from the syllabi of re- 
cent decisions, and analyses of legal points and procedures 
of interest to the profession. 
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agreement between the Association and the Industrial 
Accident Commission that the Commission’s schedule 
would not be ignored. 


Every physician and surgeon rendering services under 
the California Workmen’s Compensation Act, is entitled 
to reasonable fees for his services. When the Industrial 
Accident Commission made this order as its official act, 
it constituted the commission’s decision as to what con- 
stitutes reasonable fees and, under the law previously 
discussed, the commission has the power and authority to 
determine what is reasonable. 


It is the recommendation and advice of the California 
Medical Association that every physician refuse to make 
any agreement with an insurance company to charge fees 
less than those permitted by the Industrial Accident 
Commission’s surcharge order. Every physician has an 
unqualified right to a fee in the amount set forth in the 
old fee schedule, plus the 15 per cent surcharge, and 
there are legal means for enforcing payment of these 
fees before the Industrial Accident Commission. 


In Independence Indemnity Company v. Commissioner, 
2 Cal. (2d) 397, the State Supreme Court held that the 
Industrial Accident Commission has jurisdiction to hear 
a proceeding originally commenced by a physician to re- 
cover the reasonable value of his services if the injured 
employee is made a party to the proceeding. Under 
Labor Code Section 4907, in such a proceeding, the Com- 
mission has power to determine what amount constitutes 
reasonable compensation for the services rendered. In 
the event that any insurance company or employer re- 
fuses to pay a physician the amount of the old fee sched- 
ule plus 15 per cent, the physician may file a petition 
with the Industrial Accident Commission in which he 
names as defendants the employer, the employer's insur- 
ance carrier, and the injured workman to whom he ren- 
dered services. The filing of such a petition gives the 
Commission jurisdiction to determine the controversy 
over the physician’s fee. In exercising this jurisdiction. 
the Commission may award the physician a fee based 
upon the old fee schedule plus the 15 per cent surcharge 
authorized on July 18 of this year. 


It is imperative that every member of the California 
Medical Association comply with the Commission’s order 
and in this article we wish to emphasize. first, that no 
physician need enter into an agreement with an insurance 
company to accept less than the fee permitted under the 
surcharge order, and second, that every physician has a 
legal right which he may enforce before the Industrial 
Accident Commission to collect the full amount of his 
fee based upon the surcharge order of the Industrial 
Accident Commission. (For other comment. see Catt- 
FORNIA AND WESTERN MenicineE, for October. on pages 
182 and 215.) . 


Problems of Medical Legal Testimony in 
Industrial Injuries 


Dr. Rutherford T. Johnstone, specializing in industrial 
medicine, was the speaker at the meeting in this city of 
the Casualty Insurance Adjusters Association of South- 
ern California on August 24. He spoke on “The Prob- 
lems of Medical Legal Testimony.” 

Dr. Johnstone declared that the approach of a claims 
man from an insurance company to a victim of an in- 
dustrial accident, frequently puts the case into a claim 
when, if properly approached, the victim would not have 
been given the thought that he should get all he can from 
the insurance carrier. 


He also said that the doctor frequently is to blame 
for instilling the same idea into the patient’s head. He 
pointed out that when an employee was injured, the phy- 
sician did not examine the man, but sent him to hospital 
attendants for treatment. He declared that this failure 
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to examine the man quite frequently brings the case into 
the classification of a legal medical case. 


Dr. Johnstone pointed out that occupational diseases 
will show greater percentages in the future, and that 
the average industrial doctor is not interested in occupa- 
tional medicine. He said the adjuster or claims man 
should be sure to get accurate information from the 
doctor. 

He said that industrial medicine is not being given its 
true place in medical schools, and that it should be on 
a plane with other types of medicine and should be so 
taught in the medical schools. 

The speaker made the statement that if industrial acci- 
dent cases were presented properly many would be settled 
with greater equity to all concerned, than is the case 


now.—-San Francisco Underwriter’s Report, August 31. 


Riverside County Denies Death Claim for $50,000 

A claim for $50000 against the County of Riverside, 
the treasury of Riverside county, each of the five 
supervisors, Dr. Bessie Martell, medical superintendent 
at the county hospital, Ellis Browning, resident physi- 
cian at the county hospital, Howard Hart, resident 
physician at the Blythe branch of the county hospital 
and F. V. Rudd, business manager of the county hos- 
pital, was presented to and denied by the board of 
supervisors recently. The claim, charging the wrong- 
ful death of John M. Jones, Jr., of Blythe, was filed 
by Lavenia C. Jones mother of the deceased, who claims 
that the death of her son was due to negligent and 
careless and unskilled treatment on the part of the 
county medical staff members at thé Blythe hospital 
when the boy was operated on June 27 for removal of 
the appendix. 


Doctor Wins Suit Over Autopsy 

Martinez, Aug. 25.—A 1937 telephone bill, showing a 
collect call on October 7, was put into evidence yester- 
day to win dismissal of Mrs. Emma Adford’s $15,000 
damage suit against a Walnut Creek physician and a 
funeral home. 

Carl O. Alexander of San Francisco, attorney for 
Mrs. Adford, asked Superior Judge A. F. Bray to dis- 
miss the suit and discharge a jury which had heard three 
hours of testimony in the case. 

“I am satisfied that the coroner, Dr. Bolender and the 
funeral home did what they were required to do under 
the law,” he said. 

Mrs. Adford had charged that an autopsy performed 
on the body of her husband, Thomas C. Adford, Walnut 
Creek barber, was without her authorization. The post 
mortem, performed by Dr. Melvin C. Bolender at the 
Guy Funeral Home, disclosed that Adford died of a 
cerebral hemorrhage. 


Dr. Abbott, after explaining that “the difference be- 
tween an autopsy and a post mortem is the same differ- 
ence between a bucket and a pail,” produced his telephone 
bill for the month in question to show that Deputy 
Coroner Winton Blackwell had ,called him and obtained 
permission to order the autopsy. 

Judge Bray commented that the only issue involved in 
the action was whether the coroner or his deputy had 
authorized the autopsy.—Oakland Tribune, August 25. 


Treatment of the pregnant woman with tuberculosis 
by the most modern methods of combating the disease 
together with equally modern prenatal care appar- 
ently offers her as good a chance for recovery from 
her tuberculosis as though pregnancy did not exist.— 
E. S. Mariette, M.D., et al., Trans. Nat. Tbs. Assn., 
1941. 
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Concerning “Tuberculosis Supplement” of August 
C. & W. M.: 


(copy) 
CALIFORNIA TUBERCULOSIS AND HEALTH ASSOCIATION 
45 Second Street 
San Francisco 5, California 

Dr. George H. Kress, Editor, 
CALIFORNIA AND WESTERN MEDICINE, 
San Francisco 8, California. 
Dear Doctor Kress: 


The California Tuberculosis and Health Association is 
grateful to you and CaLiroRNIA AND WESTERN MEDICINE 
for again printing the Tuberculosis Supplement this year. 
It will be presented at the meeting of our Board of Di- 
rectors in Los Angeles. 

This service of CALIFORNIA AND WESTERN MEDICINE 
is one of the best pieces of professional education in 
tuberculosis work that is being done in the United States. 
We are very grateful to you. 

Best wishes ! 

Very truly yours, 


(Signed) W. F. Hicsy, Executive Secretary. 


Concerning Mandatory Attendance at County Society 
Meetings: 
(copy) 
County Medical Society, addressed. 
Dear Doctor ——————-: 

We have for attention your letter, regarding the pos- 
sible amendment of the by-laws of your society to pro- 
vide a minimum attendance at meetings of the society as 
a prerequisite to active membership. 

If a by-law providing that each member of the society 
must attend at least three meetings per year or be sub- 
ject to penalty is duly and regularly adopted by the so- 
ciety, we see no reason why it should not be binding on 
all members of the society, including those who have 
been members under the old by-laws. 

We have received a similar inquiry from Dr. ————, 
quoting the proposed by-laws. They are denominated: 
“Section 5. Termination of Membership,” “Section 6. 
Membership in Good Standing,” and also Section 4, 
Chapter 5 setting forth the duties of the secretary-treas- 
urer in connection with the keeping of attendance records 
and the consideration of excuses for absences. 

A provision, for termination of membership and ex- 
pulsion from the society for failure to attend a minimum 
number of meetings is probably enforceable, but is, in 
our opinion, ill advised. In the event of action by the 
society under these sections against a member of long 
standing, there might be some merit in a contention that 
a physician who had been a member of the society for 
many years past should not be expelled from the society 
for failure to attend meetings. 

We believe that legal difficulties could be avoided and 
your objective attained by the imposition of some less 
drastic penalty for failure to attend meetings. For ex- 


ample: you could provide that any member who fails to. 


attend three meetings of the society each year and who 
does not present satisfactory reasons for his absence to 
the executive committee shall forfeit any right to hold 
office in the society; or should, upon action by the execu- 
tive committee, be subject to double dues. Perhaps some 


j CALIFORNIA AND WESTERN MBDICINE does not hold 
itself responsible for views expressed in articles or letters 
when signed by the author. 
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other penalty which would be equally expedient may 
occur to you. 
After you have considered the matter further, if we 
may be of assistance please let us know. 
Very truly yours, 
Hartiey F. Peart. 


Concerning Censorship of “California and Western 
Medicine”: 
(copy) 
THE OFFICE oF CENSORSHIP 
Curer Postat CENSOR 
Washington 25 

September 25, 1944 
CALIFORNIA AND WESTERN MEDICINE, 
California Medical Association, 
San Francisco, California. 


Gentlemen : 


It no longer will be necessary for you to submit ad- 
vance copy of your publication in any form to the Dis- 
trict Postal Censor. From now on just mail your export 
copies when they are ready to go. Our records provide 
convincing proof that you fully understand the workings 
of the Code of Wartime Practices for the American 
Press and that we can confidently depend on you and 
your staff to do your own censoring, using the Code as 
your guide. 

Your exported material will, of course, continue to be 
examined while we are at war, but we have arranged for 
a speedy handling and there will be little or no delay 
to your shipments. If what appears to be a Code viola- 
tion is found in your publication, it will be called to your 
attention by the Press Division, Office of Censorship. As 
always, the Press Division, located in the Apex Building 
here at Washington, will be available day and night for 
advice and help. The Press Code will be, as in the past, 
the only criterion for judging whether published infor- 
mation is of value to the enemy. 

Your continued codperation under this Code will be 
of real service to the war effort, for security is best pro- 
tected, not by trying to.stop information at the border 
but by preventing it from ever reaching print. Please 
feel free to take up with either the District Postal Censor 
or this office any immediate Censorship problems this 
change may entail. 

Sincerely yours, 


(Signed) N. V. Carson, 
Colonel, G.S.C., 
Chief Postal Censor. 


Concerning U. S. Treasury Department Checks: 


CALIFORNIA AND WESTERN MEDICINE, 
San Francisco, Calif. 


Gentlemen : 


Because of the increase in the number of checks issued 
by the Treasury Department, the United States Secret 
Service continues its campaign against the check forger 
through its KNOW YOUR ENDORSER program. 

It is desired that this program be given as much pub- 
licity as possible in an effort to reach all recipients of 
U. S. Treasury checks and warn them against the theft 
of their checks, and to warn the merchant against cash- 
ing these checks for strangers without proper iden- 
tification. 

Thanking you for your codperation, I am, 

Very truly yours, 
Wit1am A. Merritt, 
Supervising Agent. 
U. S. Secret Service, 
P. O. Box 3534, 
San Francisco 19, Calif. 
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TWENTY-FIVE YEARS AGO} 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. XVII, No. 11, November, 1919 


EXCERPTS FROM EDITORIAL NOTES 


WANTED! An able-bodied kicker, capable of running 
one perfectly good Medical Society—lIt is often asserted 
by members of the society, especially by the down and 
out, that they take no interest in the Society because it 
is run by a clique. This clique is supposed to govern the 
policies and control the destinies of the organization. It 
is alleged that this clique excludes them from the privi- 
leges and benefits of the Society... . 


There are men who are prominent in our organization 
because they are willing workers; because they supply 
the kinetic energy necessary to its life. ‘These men sac- 
rifice their personal interests, their comforts and their 
economic welfare in the cause of the many. It is altruism, 
not selfish interest. They may be wrong at times; they 
may be headstrong, they may lack vision, but they are 
willing to serve, where others only stand aside and criti- 
cize. They are the clique. They are also your servants. 
You are the masters... . 


Los Angeles and San Francisco Physicians Skip This. 


—The Journal will endeavor to serve the interests of the 
average doctor outside the larger cities by devoting what- 
ever space is necessary to short summarized case reports 
of usual or unusual cases occurring in the actual prac- 
tice of any doctor outside the cities of Los Angeles and 
San Francisco. Send them in. Any case that is of spe- 
cial interest to you. Any case that you would like to have 
discussed from the standpoint of diagnosis, treatment or 
in any other way. No bibliography, no “literature,” just 
the concise description of the case. Your name will not 
be published. Only the case record will appear. With 
it will be such discussion as any one wishes to offer... . 


EXCERPTS FROM ORIGINAL AND OTHER ARTICLES 


From an Article on “Plaster Methods of Treating 
Muscle Contractures Following Wounds,”. by Major 
George J. McChesney, M.D., San Francisco—A large 
percentage of wounds in the late war caused contractures 
of the muscles and fascial tissues of the upper and lower 
extremities, restricting motion in the neighboring joints. 
If we found the joints normal or with only slight ad- 
hesions, and ‘the bones sound or with well healed frac- 
tures, we still had left a large group of wounds in the 
treatment of which the following methods, as developed 
at the Special Military Surgical Hospital at Birmingham, 
Eng., have given excellent results... . 


From an Article on “Pathologic Indications for 
Cholecystectomy,” by Andrew Stewart Lobingier, M.D., 
F.A.C.S., Los Angeles.—A singular divergence of opinion 
amongst surgeons of large experience continues to appear 
on the indications for cholecystectomy. If one were to 
venture to find a reason for this confusion it would prob- 
ably be seen in a too broad generalization concerning the 
pathology justifying the removal of the gallbladder. For 
instance, one authority advises a cholecystectomy in every 
case of inflammation because the patient makes a more 
prompt and uncomplicated recovery. .. . 

(Continued in Front Advertising Section, on Page 14) 


+ This column strives to mirror the work and aims of 
colleagues who bore the brunt of Association activities 
some twenty-five years ago. It is hoped that such presen- 
tation will be of interest to both old and new members. 
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Board Proceedings 


The annual meeting of the Board of Medical Examiners 
was held in Sacramento, October 16 to 19. 

The following officers were elected for the coming 
year: 

Percival Dolman, M.D., San Francisco, President. 

Karl C. Gummess, M.D,. Los Angeles, Vice President. 

Frederick N. Scatena, M.D., Sacramento, Secretary. 


The following actions were taken by the Board: 

Harris, Frederic D., M.D. License restored October 
16, 1944; five years’ probation with the condition that he 
abide by all laws and report at the spring meeting of the 
Board at Los Angeles during the term of his probation. 

Lashier, Harold, M.D. License restored October 16th, 
1944, and placed on five years’ probation without narcotic 
privileges. He is required to report at the October meet- 
ing of the Board in Sacramento each year during the 
period of his probation. 

Koerber, Lillie L., M.D. October 17, 1944, license re- 
stored on order of the Superior Court. - 

Lundegaard, Edward -M., M.D. On October 18, 1944, 
placed on probation for one year. 


News 


“William Edward Grey, 49, of Albany, was acquitted 
by an all-woman jury late yesterday in Vallejo Police 
Court of charges of violating the Business and Profes- 
sions Code by practicing healing without a State medical 
license. The jury deliberated less than 20 minutes... . 
Climax in the parade of witnesses came when Grey 
himself took the witness stand yesterday morning. He 
described in detail his arrest last July by Joseph W. 
Williams of San Francisco, State medical examiners’ 
special agent. Grey denied that he had acknowledged 
the title of ‘doctor’ when Williams appeared July 10, ask- 
ing ‘Is the doctor in?’ The agent previously had testi- 
fied that Grey had replied: ‘I am. Won’t you be seated’.” 
(Oakland Tribune, Sept. 22, 1944, from Vallejo press 
dispatch same date.) 


“Superior Judge Emmet H. Wilson yesterday upheld 
an order of the Board of Osteopathic Examiners revok- 
ing the license of Leslie R. Nunn on charges he aided 
an unlicensed person in performing a tonsillectomy on 
two boys who died following the operation. Nunn had 
asked for a writ of mandate compelling the board to 
vacate its order revoking his license as a physician and 
surgeon and charged the board accepted evidence without 
his knowledge. Nunn and Harry Navarre, a chiroprac- 
tor, are now in San Quentin serving terms for the deaths 
of Thomas Richmond, 6, and John W. Childs, 9, who 
were operated upon by them.” (Los Angeles Examiner, 
Sept. 13, 1944.) 


“After a State pharmacist testified yesterday that he 
had found a bottle containing 84 suspicious tablets in the 
office of Dr. Milton Novotny of 330 W. Ocean Bivd., 


(Continued in Back Advertising Section, on Page 54) 


+ The office addresses of the California State Board of 
Medical Examiners are printed in the roster on advertis- 
ing age ba News items are submitted by the Secretary of 

e Board. 





